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THE OCCURRENCE OF COR PULMONALE IN 
CASES OF BRONCHIAL ASTHMA* 


Irving W. Scuitier, M.D.,t Asranam Cotas, M.D.t Davin Davis, M.D.§ 
BOSTON 


the role of bronchial asthma in the causation 
of heart disease. Most authors hold that cardiac 
complications of this origin are uncommon.** On 
the other hand, it has been pointed cut that bronchi- 
al asthma and its sequelae, pulmonary emphysema, 

tricular hypertrophy and 


is of in 

of 
addition, 54 patients were studied clinically 
to determine the incidence of cardiac abnormalities 
of this origin. 
Anatysis of Data 


Forty-six of these 69 ambulatory and autopsied 
patients were men; 23 were women. Fifty-nine 
(85 per cent) were past forty years of age. Forty- 
two (61 per cent) had had asthma for ten years 
or longer. The average duration of the disease 
was thirteen years. The cases were selected on 
the basis of the history, physical examination, blood 
studies and skin tests. A family history of allergy 
was present in 26 cases (38 per cent). Skin tests 
were positive in 46 cases (67 per cent), and an 
eosinophilia of 5 per cent or more was found in 
22 cases (32 per cent). 


Clinical Data 
The histories and physical examinations of the 
54 nonautopsied patients were studied to determine 
the presence or absence of congestive failure. Al- 
though in most patients dyspnea was an outstand- 
ing symptom, it could not be established that cardiac 
weakness was a factor except in 1 patient, who 
*From the Allergy Clinic of the Beth Israel Hospital. 
tInstructor in medicine, Tufts College Medical School. 


tChief of Allergy Clinic, Beth Israel Hospital. 
SInstructor in Medical School; junior visiting physi- 


medicine, Harvard 
cian and associate in research, Beth Israel Hospital. 


later gave evidence of a cor pulmonale. Likewise, 
physical examination revealed no evidence of heart 
failure. 

Teleoroentgenograms were made in 46 cases. In 
34 (74 per cent) the heart shadow appeared nor- 
mal, in 7 (15 per cent) it was enlarged, and in 5 
(11 per cent) the left ventricle was blunted and 
prominent. Six of the 12 patients with some cardiac 
enlargement had hypertension; an obvious cause 
for the enlargement was not found in the remain- 
ing 6. 

The velocity of blood flow was determined by 
the Decholin method|| in 40 cases.’ The average 
normal circulation time with this method is 15 
seconds. The readings in 37 cases (92 per cent) 
were within normal limits (average 12.8 seconds) ; 
in only 3 cases was the circulation time prolonged 
(22.0, 22.2 and 26.0 seconds, respectively). These 
3 patients showed no clinical evidence of congestive 
failure. The electrocardiograms in 1, however, 
showed abnormally inverted T waves, and in an- 
other there was prolongation of the QRS interval. 
It has been shown that there is a tendency for the 
velocity of blood flow to be slightly increased in 
emphysema,® and this was true in the vast ma- 
jority of our cases. The occurrence of a prolonged 
circulation time in these cases, in the absence of any 


other cause, was considered suggestive evidence of 


beginning circulatory failure. 

Electrocardiog were available in 46 cases. 
Fifteen (33 per cent) of these were within normal 
limits. Thirty-one patients (67 per cent) showed 
the following abnormalities: p gation of the 
QRS interval, 3 cases; inverted T waves in Leads 
1 and 2, 7 cases; abnormalities in Lead 4, 3 cases; 
an abnormally deep Q wave in Lead 3, 2 cases; 
a deep S wave in Lead 2, 7 cases®; and auricular 
fibrillation, 1 case. Thirteen patients (28 per cent) 
showed left-axis and 6 (13 per cent) right-axis de- 
viation. A tendency to right-axis deviation was 


Numeer 4 
finally heart failure.“* The number of autopsied 
cases with bronchial asthma reported in the liter- 
ature, however, is not large, and not all writers 
have recorded full data on the heart. For this rea- 
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Taste 1. Clinical and Autopsy Findings in 15 Cases of Bronchial Asthma. 
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= 
further noted in 4 other patients (9 per sly he 
HE abnormal finding in the electrocar marked i 
6 cases was left-axis deviation, and in 2 
axis deviation.® - 
Autopsy Data 

Autopsy data were available 
died during the course of this 
of the clinical and postmort 
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that minor degrees of right-ventricular hypertrophy 
are not infrequently overlooked. This is particu- 
larly apt to be the case when heart disease is not 
the cause of death and the total heart weight is 
near the upper limits of normal. On the other 
hand, when at autopsy it is noted that the right 
ventricle is grossly hypertrophied and the thickness 
of its wall is well above the usual limits of normal, 
it is probable that right-ventricular strain of consid- 
erable magnitude had been present. 

It is significant that many of the autopsied c.ses 
of bronchial asthma reported in the literature reveal 
unmistakable evidence of predominant hypertro- 
phy of the right ventricle. Thus, of 5 autopsied 
cases with cardiac data reported by Huber and 
Koessler,”® 2 had hypertrophy of the right ventri- 
cle. Harkavy™ reported autopsy findings in 2 
cases. One of these with bronchial asthma of only 
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six months’ duration did not show any cardiac 
abnormality. The second patient, however, a 
bronchial 


years before death began to progressive 
edema which reached enormous proportions. At 
autopsy the heart weighed 525 gm. The right 
ventricle and auricle were dilated 


ported cardiac findings in 


showed definite 


evidence of hypertrophy and in 
remaining cases the right ventricle was di 
Colton and Ziskin* reported autopsy data in 6 
cases, and of these 1 showed marked h 
and dilatation of the right ventricle. Sprague® re- 
ported 2 cases of fatal asthma with right-sided 
hypertrophy. Thieme and Sheldon® recorded car- 
diac weights and measurements of the thickness 
of the right and left ventricles in 7 of their autop- 
sied cases. The asthma was of short duration (one 
or two years) in 3 of these patients. One of the 
remaining 4 with asthma of long duration showed 
definite hypertrophy of the right ventricle. 
Recently, Kountz, Alexander and Prinzmetal® 


limits in 7 cases. The remaining 10 showed pre- 
dominant hypertrophy of the right ventricle. These 
authors reproduced similar cardiac findings in 19 
dogs after the production of pulmonary emphyse- 
ma experimentally. Eleven animals showed dila- 
tation and predominant hypertrophy of the right 
ventricle. 

The duration of bronchial asthma in 3 of our 
15 autopsied cases was three years or less; the 
hearts were normal. In the 12 other cases, in 
which asthma had existed for six years or longer, 
4 patients (33 per cent) showed unmistakable ef- 
fects of right-ventricular strain and died in con- 
gestive heart failure. Heart failure may have been 
related to asthma in 1 other patient (Case 5), who 
showed no obvious hypertrophy of the right ven- 
tricle. Injection dissection studies by the Schle- 
singer technic’* in this case revealed no evidence 
of coronary disease. The electrocardiogram showed 
right-axis deviation. 

Although our group of 54 cases studied only 
clinically showed with one exception no evidence 
of heart failure, the electrocardi hic examina- 
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in a state of collapse. Examination of the chest showed 
signs of consolidation in both lung bases posteriorly. He 
was placed in an oxygen tent. The temperature rose 
progressively to 104.0°F., tracheal rales developed, and 
the patient died on the 9th day after admission. 
Autopsy (No. 31-20). There was a small amount of 
fluid in both pleural cavities. The lungs showed bilateral 
bronchiectasis with multiple bronchiectatic abscesses. The 
ow Wi ver rm, 
abscess, 4 cm. in diameter and lined by a definite wall. was normal in size. Rackemann”™ reported a case 
The middle and upper lobes showed smaller but similar of fatal asthma in a woman of forty-three with a 
purulent areas. The left lung om ee gg history of asthma of twelve years’ duration. At 
Throu t the various cut surfaces, especially in the autopsy the heart wei ghed 290 gm., as Ai right 
ventricle was acutely dilated. MacDonald" re- 
their thickened walls were 
septum showed no bulge to the right side. The coronary 
arteries showed no arteriosclerosis. There was no fibrosis 
or evidence of infarction. 
Discussion 
The effects of bronchial asthma and pulmonary 
emphysema on the right side of the heart are difh- 
cult to estimate clinically. Before congestive failure 
has occurred, hypertrophy of the right ventricle is 
usually not sufficiently marked to make itself evi- determined the weight of each ventricle separately 
dent by x-ray study. On the other hand, when in 17 cases of pulmonary emphysema. Since the 
congestive failure is present, the burden of proof is end result of severe bronchial asthma is pulmonary 
on those wha maintain that the bronchial asthma emphysema, their data are germane to this prob- 
or emphysema is of etiologic importance. Valvu- lem. The cardiac findings were within normal 
lar, hypertensive and coronary disease must first be 
excluded, and to do this autopsy data must be 
available. The usual method of estimating ven- 
tricular hypertrophy by the thickness of the ven- 
tricular walls is at best crude, and it is probable 
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tion revealed many abnormalities that can proba- 
bly be ascribed to capensted disease. This finding 
is in accord with the studies of Unger,’® Kahn,’® 
Anthony” and Colton and Ziskin.* The most sig- 
nificant finding was right-axis deviation in 13 per 
cent of the cases (angle above 90°). In another 9 
per cent, a tendency to right-axis deviation was 
present (angle 80 to 90°). This is particularly sig- 
nificant, for it has been shown that right-axis devia- 
tion producing an angle of 90° or over is regularly 
associated with predominant hypertrophy of the 
right ventricle. In a series of 68 normal hearts, 
for example, Proger and Davis'* did not find a 
the patients in whom asthma was present for ten 
years or longer, the incidence of right-axis devia- 
tion was 18 per cent. Apparently, the longer the 
duration of asthma, other factors being equal, the 
ter the strain on the right ventricle and the 
the incidence of right-axis deviation. Right- 

accounted for by alteration in the position of the 
heart due to a low diaphragm. These changes in 
the electrocardiogram are in harmony with the oc- 
currence of right-ventricular hypertrophy at au- 


topsy. 

It would appear, then, that cardiac complications 
in the course of bronchial asthma and its sequelae, 
emphysema and bronchiectasis, are much com- 
moner than is generally believed. When circulatory 
failure first appears, its diagnosis is often made 
difficult by dyspnea of emphysematous origin. Al- 
though some patients with cor pulmonale show 
edema for many months before death, others do 
not. In Case 2, for example, there was progressive 
dyspnea for three years. Peripheral edema and pul- 
monary congestion, however, were present for only 
a few weeks before death. Also in Cases 3 and 4 the 

of edema before death was of short dura- 
tion. Thus, rapidly progressing heart failure may 
appear suddenly in patients with cor pulmonale. 
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SUMMARY AND CONCLUSIONS 

The heart was studied in 69 patients with bron- 
chial asthma; the autopsy findings in 15 of these 
cases are analyzed. 

Electrocardiographic abnormalities, indicating 
right-ventricular strain and myocardial damage, 
were noted in a comparatively high percentage of 
patients with chronic bronchial asthma 

Five of 12 autopsied cases with bronchial asthma 
of six or more years’ duration died in congestive 
failure, and 4 of these showed predominant hyper- 
of the ventricle. 

Cor pulmonale due to chronic bronchial asthma 
is a commoner disorder than is generally recog- 
nized. 

520 Beacon Street 
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A DIETARY STUDY OF SUBJECTS FROM UPPER INCOME GROUPS* 
Hersert T. Kerry, M.D.,t ann Sneprarn, B.A.t 
PHILADELPHIA 


HIS dietary study was undertaken in 1940 

because so little has been done on the dietary 
pattern of private patients. We decided, therefore, 
to analyze the diets of private patients to deter- 
mine their daily intake of dietary essentials. We 
also considered it worth while and interesting to 

under active ica isi 

ompacd consumed the foods that the Com- 
mittee on Foods and Nutrition of the National 
Research Council has stated every person must 
have to secure the required amounts of dietary 
essentials. 


AND MeETHops 


Two hundred and twenty-five patients, 92 males 
(9 of whom were physicians) and 133 females, of 
various ages, from the upper income brackets and 
representing a cross-section of private patients at- 
tending our clinic, were selected for this study. In 
addition, 223 persons (20 of whom were physi- 
cians), from various upper-middle-class groups that 
tionnaires regarding their dietary pattern; 
were not, so far as we knew, under medical super- 


vision. 

For each of the 225 patients, we had a com- 
plete dietary history, including food habits, dis- 
likes, intolerances and cravings, and a seven-day 
dietary calculation formulated on the basis of a diet 
questionnaire filled out by each patient — includ- 
ing the amounts and kinds of all food and liquid 
ingested, both during and between meals, and 
the mode of preparation of food. The patients 
were given these questionnaires when they first 
presented themselves with their complaints, and 
were told to fill them out meal by meal for a 
week, expressing quantities in cupfuls, table- 

teaspoonfuls, ounces or number of units, 
such as one tomato, half a tomato and so forth. 
When they returned a week later with their ques- 
tionnaires filled out, we went over them with 
the patients, making certain that salad dressings, 
sugar and cream, and the like were recorded. 
While reviewing also suggested 
dietary changes in line with their specific ailments. 

Since exact weights of the amounts of food con- 


*This study was aided by a grant from White Laboratories, Incorporated, 
Newark, New Jersey. 


sumed were not recorded, we realize that our find- 
ings may not have been completely accurate. How- 
ever, we are of the opinion that, had we asked the 
patients to weigh their food, we should have had 
little co-operation. Furthermore, although the 
amounts recorded were not completely accurate, 
we believe that we have a true picture of the pa- 
tients’ dietary patterns and that in these patterns 
dietary deficiencies were evident. Whether a diet 
contained 3800 or 4000 international units of vita- 
min A made little difference, the important fact 
being that the diet was deficient in vitamin A. 
The diets were calculated to determine the 
amounts of protein, fat, carbohydrate, calories, vita- 
mins A, B:, Be and D, ascorbic acid, riboflavin, 


Church’s Food Values of Portions Commonly 
Served, both the third and the fourth edition.' 
While we were still in the process of calculating 
diets, Bowes and Church published the fourth edi- 
tion of their book and we proceeded to make our 
calculations from this edition. In addition to Bowes 
and Church’s text, we used Hawley and Maurer- 
Mast’s.? We modified many of Bowes and Church's 
figures in their third edition in accordance with 
Munsell’s* work, and went to the original litera- 
ture* * for calculations on the trace minerals. Un- 
fortunately, our data for the trace minerals and for 
niacin and vitamin Be were not complete because 
of lack of information on their content in many 
foods. While we were using Bowes and Church’s 
third edition, we expressed vitamin Bi and ribo- 
flavin in terms of international units and Sherman- 
Bourquin units respectively; when we went to 
their fourth edition, we used their revised method 
of expression — vitamin B: and riboflavin in micro- 


grams. 

After the patients’ diets were calculated for their 
weekly intakes, we divided by 7, to determine the 
average daily intakes. We did not calculate daily 
intake of trace minerals, vitamin Be and niacin, 
since our data were incomplete; we merely com- 
puted the weekly intake of these factors. The 
diets were then scored for each of the di es- 
sentials — protein, calories, vitamins A and Bh, 
riboflavin, ascorbic acid, calcium, phosphorus and 
iron — on the basis of the standards set up by the 
Committee on Foods and Nutrition of the National 
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niacin, calcium, phosphorus, iron, copper, potas- 
sium, sulfur, magnesium, manganese, sodium, 
chlorine, acid-base, fiber and water. The food 
values were obtained | from Bowes and 
Pennsylvania; physician-in-chief, 
associate visiting physician, tal. 
tResearch nutritionist, Urologic Clinic. 
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Research Council,® taking into consideration age, 
sex and activity (Table 1). These are tentative 
allowances and can be met by a good diet of nat- 
ural foods, which will also provide other minerals 
whose requirements are less well 


A deviation of 5 per cent was allowed for all the 
essentials except calories, for which we allowed 10 
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tively and if the amount recorded was “little,” as 
4 gm. respectively. Since we could not calculate 
the amount of vitamin D derived from sunshine, 
we merely recorded the amount of vitamin D in 
the weekly diet. 

We then accumulated our data on these 225 
diets to determine how many were deficient in 
vitamin A, how many were deficient in vitamin 


ee eee 


ae Riso- Nicotinic D4 
B,)t min C) 
me. int. units mg. mg. mg. mg. int. anits 
12 5000 1.8 2.7 18 75 
2.3 3.3 23 
15 2.2 15 
12 5000 1.5 2.2 1s 70 
1.8 2.7 18 
1.2 18 12 
1S 6000 1.8 2.5 18 100 400-800 
15 8000 2.3 3.0 23 150 400-800 
6 1500 0.4 0.6 4 30 400-800 
7 2000 0.6 0.9 6 35 
8 2500 0.8 1.2 8 50 
10 3500 1.0 15 10 6 
12 4500 1.2 1.8 12 75 
15 5000 1.4 2.0 14 80 
1s 5000 1.2 1.8 12 
1s 5000 1.6 2.4 16 
1s 6000 2.0 3.0 20 100 


tl mg. thiamin = 333 int. units; 1 mg. ascorbic acid = 20 int. units. 


infants increase from month to month; the amounts given are for approximately 6 to 8 months. The amounts of protein and calcium 


tNeeds of 
needed are less if derived from 


SAllowances are based on needs for the middle year in each group (2, 5, 8 and so forth) and for moderate activity. 


{Vitamin 
amounts 


recommended for 
per cent. We established the ing standards 
for the other constituents of the diet in line with 
scientific research: carbohydrate, 50 to 60 per cent 
of the total calories’; fat, 20 to 35 per cent of the 
total calories*; acid-base, both the same or slightly 
more acid than base®; fiber, 5.0 to 6.3 gm.”®; and 
water, 2800 cc."! For carbohydrate and fat, we al- 


D is undoubtedly necessary for older children and adults; when not available from sunshine, it should be provided probably up to the 


Bi and so forth, and to determine their degree of 
deficit. For the trace minerals, vitamin Be, niacin 
and vitamin D, we expressed our findings in terms 
of numerical ranges. 

We also recorded how many diets had only one 
deficiency, how many had two deficiencies and so 
forth. In accumulating these data, we considered 


dietary factors that are princi- 
pally concerned. We have eliminated the other 
factors for the following reasons: the amount of 
fat and of carbohydrate, because little is known 
about the ill effects of too much fat (over 35 

of che celosies) or of ton Male 
drate; acid-base balance, because it is uncertain 
whether the balance of aci ing and base- 
forming elements in food is of ical signi 
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Taste 1. Recommended Daily Allowances for Specific Nutrients.® 
Prorems Catcium 
gm. gm. 
Man (70 kg.) 
Moderately active ....... 70 0.8 
Woman (56 kg.) 
Moderately active ....... 60 0.8 
Very active 
Children up to 12 years 
Under 3-4/kg. 1.0 
1-3 40 1.0 
4-6 years 50 1.0 
10-12 years 70 1.0 
Children over 12 years 
. Girls 
13-15 years 2800 an 1.3 
16-20 years ......... 2400 75 1.0 
3200 85 1.4 
16-20 years ......... 3800 100 1.4 
lowed a 5 per cent, and for fiber and water,a 10 only protein, calories, calcium, phosphorus, iron, 
per cent deviatiun. Since our data were incom- vitamins A and Bh, ascorbic acid and riboflavin, 
plete for the trace minerals, vitamin Be and niacin, 
we did not’ score the diets on these components. 
Regarding sodium and chlorine, we questioned the 
patient concerning the amount of salt used. If the 
amount was stated as “average,” we estimated the 
salt intake, in addition to the amount found in 
food, as 6 gm. of sodium and 6 gm. of chlorine 
daily; if the amount was “large,” we estimated 
the daily sodium and chlorine as 8 gm. respec- 
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in human nutrition’; fiber, because individual would be deficient in vitamin B:; if the amount 
needs and methods of cookery vary greatly and of meat ingested was small, the diet would proba- 


influence the requirement and the content of fiber bly be deficient in riboflavin (unless a good deal ~ 


Taste 2. Number of Cases of Dietary Imbalance in 225 Private Patients.* 


No. or Cases ann Decare or Inpatance 


5-10% 10-20% 20-30% 30-40% 40-50% +50% Nos oF Cass 
Protein deficiency 21 23 17 16 3 2 82 (36.5%) 
- - - - - - 0 ( 0.0%) 
29 39 65 43 16 8 200 (88.0%) 
Carbohydrate deficiency 7 56 15 2 200 (88.0%) 
Carbohydrate 1 - - - - - 1 ( 0.4%) 
- 33 50 “4 29 167 (74.0%) 
Calorie - 5 5 - - - 10 ( 4.4%) 
Vitamin A deficiency ............6.00seeeee 10 12 12 10 3 i 58 (26.0%) 
Vitamin B, deficiency 8 22 41 37 35 29 172 (76.0%) 
Riboflavin deficiency .................eeeeeee 10 19 22 30 35 58 174 (77.0%) 
Ascorbic acid deficiency ....... 1 8 6 3 1 10 29 (13.0%) 
Calcium deficiency 20 13 23 8 29 104 (46.0%) 
Phosphorus deficiency ..............seseeeees 9 12 20 il 1 1 34 (24.0%) 
Iron deficiency... 14 27 26 ll 10 2 90 (40.0%) 
Water deficiency - 2s 41 30 39 28 163 (72.0%) 
den - - 2 1 3 ( 13%) 
- 31 27 35 26 36 155 (69.0%) 
6 4 - - 10 ( 4.4%) 


*Patients cating between meals numbered 94, or 42 per cent; this figure docs not include those who ate fruit, fruit juices or milk, which do not 
interfere with appetite. 


tin addition, 161 patients, or 71.5 per cent, had an acid-base imbalance; of these, 155 had more base-forming and 6 more acid-forming foods. 
in foods; and other factors, because the data were of milk was consumed), and iron; and 
incomplete. if there were no citrus fruits or raw cabbage or 


diets whether or not the dietary essentials were | We then analyzed the dietary “yardstick” adopted 
provided in adequate amounts. For example, if a during the National Nutrition Conference," and 


int of milk was not ingested daily, the diet would found that a daily consumption of at least one pint 
Ped i i — of milk, three slices of whole wheat (or enriched) 
cium, since the amount i in bread or its equivalent in whole-grain cereal, one 
other sources, such as vegetables, is not adequately serving of meat, one egg, two servings of vege- 
utilized and is variable, depending on the calcium _ tables, two servings of fruits (one of which should 
content of the soil; if white bread was taken instead be a citrus fruit) and two and a half tablespoon- 
of enriched white or whole-wheat bread, the diet fuls of butter, cream or fortified oleomargarine, 


| | 
| 
| 
| 

| 
After analyzing over two hun iets, We green pepper or raw green vegetables, the | 
could deduce merely from looking over the weekly diet would be faulty in ascorbic acid. | 
| 
| 
| 

Ficure 1. Summary of Patients’ Dietary Imbalances. | 

| 
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provided the following essentials: 1500 calories, 
62.2 gm. of protein, 0.85 gm. of calcium, 17.2 
mg. of iron, 4300 international units of vitamin A, 
1400 microgm. of Vitamin B:, 80 mg. of ascorbic 
acid, and 1700 microgm. of riboflavin. A compari- 
son with the standards reproduced in Table 1 in- 
dicates how many of the dietary essentials are 
furnished by this dietary yardstick, which supplies 
less food than the average person ingests. 

We then decided that it would be worth while 
to compare the diets of patients and healthy per- 
sons, to obtain a picture of the dietary deficiencies 
of the upper income groups. We therefore dis- 
tributed questionnaires to members of lay and 
professional groups whom we addressed from time 
to time, asking them to record “yes” or “no” to 

questions concerning their daily ingestion of the 
foods listed in the dietary yardstick. The answers 
to these queries were recorded and compared with 
the dietary pattern of the patients. 


Drerary Finpincs 1x Private Patients 


The dietary computation in 225 private patients 


is shown in Table 2. 

Figure 1 illustrates — the 
range of these dietary deficiencies 
habits. The values for other factors are expressed 
in numerical ranges on a weekly basis (Table 3). 
Although little is known of the functions in the 
body of the trace minerals and vitamin Be, 
clinical evaluation of such factors will undoubtedly 
be accomplished in the future, and perhaps, these 
ranges will be of value to other investigators. How- 
ever, it is known that manganese is necessary for 
the synthesis of vitamin B: and ascorbic acid, that 
a deficiency of copper may produce anemia, and 
that excess fluorine causes dental caries. 

It should be noted that the diets of the majority 
of patients were high in fat (Fig. 1). We believe 
this excess is linked with large amounts of money 
to spend for food, since butter, cream, creamed 
vegetables, rich desserts and the like are relatively 
expensive. We have found that persons in the 
lower income levels cannot afford to spend large 
amounts of money on fat, and as a result their 
diets are significantly lower in fat. 


Diets of Physicians 

Among the 225 patients were 9 physicians whose 
diets were as bad as those of the other patients. 
Two of the 9 were deficient in protein; all had 
an excess of fat; all were deficient in carbo- 
hydrates; 7 were deficient in calories; 4 were de- 
ficient in vitamin A; all were deficient in vitamin 
Bi; 8 were deficient in riboflavin; 1 was deficient 
in ascorbic acid; 4 were deficient in calcium; 1 was 
deficient in phosphorus; 5 were deficient in iron; 
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4 had acid-base imbalance; 7 were deficient in 
water; and 3 ate between meals. 
Preparation of Food 

According to the patients’ answers to questions 
regarding vegetable cooking, in most cases the veg- 
Taste 3. Other Factors in Diets of 225 Private Patients. 


No. or 
Pacton AMOUNT Wesxty Diets 
int. units me gm 
Vitamin By 0-1750 3 
1750-3500 62 
3500-5250 52 
5250-7000 36 
Over 7009 32 
Niacin 0-35 174 
35-70 31 
Over 70 20 
Vitamin 0-175 
175-350 104 
350- 1) 
525-700 1 
Over 700 10 
Copper 0-5 6 
5-10 118 
10-15 23 
15-20 6 
Over 2 
Potassium 6-5 20 
5-10 78 
10-15 85 
15-20 29 
Over 13 
Magnesium 0-1 115 
1-2 99 
2-3 ll 
Manganese 0-5 48 
5- 91 
10-15 45 
15-20 25 
Over 20 16 
Sodium* Below 30 2 
30-40 29 
40-50 132 
50-6" 46 
Over 60 16 
Chlorine* Below 30 1 
30-40 21 
40-50 71 
50-60 
Over © 21 


ee amount used in table salt. 


etables were not prepared or cooked properly. A 
good deal of water was used in cooking, the 
remaining pot liquor was not used, potatoes were 

not cooked in their jackets and so forth. There- 
ra in most cases, because of losses in cooking, 
the diets of the patients undoubtedly contained less 
vitamins and minerals than were found on 
calculation. 


Multiplicity of Dietary Deficiencies 

It must be remembered that vitamin deficiencies 
are multiple and are rarely found alone, not only 
because a diet that is deficient in one factor is usual- 
ly deficient in more than orie factor, but also be- 
cause a deficiency of one factor causes a greater 
strain on the other factors and, in _o brings 
about an increase in the body’s demand for these. 


a 
= 
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On iling the data concerning the number 
of diets that were deficient in one or more of 
the essential factors, — protein, calories, vitamins 
A and Bi, ascorbic acid, riboflavin, calcium, phos- 
phorus and iron, — we found the following: diets 
deficient in 0 factors, 28, or 12 per cent; diets 
deficient in 1 factor, 21, or 9 per cent (1 physician) ; 
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that at the time this survey was made only a small 
fraction of the white bread sold on the market was 
enriched. Yet the figures concerning the general ~ 
consumption of whole wheat or enriched bread 
belie this statement. We are certain that the non- 
medical subjects of our survey often answered 
“yes” to many questions in the questionnaire be- 

Percent ’ 


Ficure 2. Incidence of Number of Essentials in Which 


Patients’ Diets Were Deficient 


diets deficient in 2 factors, 42, or 18 per cent; 
diets deficient in 3 factors, 41, or 18 per cent (4 
physicians); diets deficient in 4 factors, 23, or 
10 per cent (2 physicians); diets deficient in 5 
factors, 21, or 9 per cent; diets deficient in 6 factors, 
16, or 7 per cent; diets deficient in 7 factors, 18, or 
8 per cent (2 physicians); and diets deficient in 


cause they knew the answer should be “yes.” 
However, for purposes of comparison, we found 
these questionnaires valuable. 


Discussion 


In this study we observed that more of the diets 
of the private patients were deficient in vitamin 
B: and riboflavin than in any of the other vitamins 
or minerals. A recheck of the foods eaten or not 
eaten revealed that daily quotas of milk (one pint), 
whole-wheat or enriched grain products (two or 
three slices of bread or its equivalent in cereal), 
eggs (three to five a week) and fruit (two servings) 
were ied by the diet less often than those 
of other nutritionally essential foods were. 

Since the diets were often low in milk, they 


20 

1s 

10 . 

Vo 
—5 
all factors, 15, or 7 per cent. 
Of the 21 diets deficient in 1 factor, 9 were de- 
ficient in vitamin B:, and 8 in riboflavin; of 
the 42 diets deficient in 2 factors, 36 were de- 
ficient in both B: and riboflavin (Fig. 2). 
Drerary Finvincs 1n PresuMABLY 
Hearty Persons 
_ We endeavored to determine how closely the 
dietary pattern of our group of 225 private pa- were of necessity low in riboflavin (and also cal- |. 
tients conformed with that of a group of 223 non- jum), and being low in whole-wheat or enriched 
medical subjects of similar socioeconomic status. grain products, they were low in vitamin B:. The 
To accomplish this, we recorded the answers of ack of eggs is not clearly illustrated by a definite 
the “nonpatients” to a series of questions con- deficiency in the diet, for the various minerals 
cerning their daily ingestion, in proper amounts, and vitamins contained in eggs can be supplied 
of the foods listed in the dietary yardstick."* The by other foods. In most cases, one serving of 
data thus obtained are presented in Figure 3. fruit was consumed daily. The lack of a second 
In a survey of this sort, many errors are in- serving did not result in a specific dietary in- 

curred. For example, we are convinced that not adequacy, since the large consumption of vege- 
many people eat whole-wheat or enriched bread. tables made up for this lack. Because the con- 
This has been proved by the calculation of the diets sumption of fat, citrus fruits and vegetables was 
of our patients and also by the fact that the con- high, there were but few deficiencies in vitamin 
sumption of whole-wheat bread is very small and A and ascorbic acid. Since the protein intake in 
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many cases was low, iron and phosphorus de- 70 disliked milk; and of 206 with euchlorhydria 


ficiencies a 
A comparison of the patients’ diets with the 


(normal hydrochloric acid content), 40 disliked 


milk. However, we believe that some still unde- 


diets of nonpatients indicated that the dietary termined condition in the large number of people 


who dislike or do not tolerate milk is correlated 
with such intolerance. 
SuMMARY AND CONCLUSIONS 
The diets of 225 private patients from the upper 
income level, 9 of whom were physicians, were cal- 
culated. 


deficiencies 
riboflavin — 76 per cent of the patients being defi- 
cient in vitamin Bi and 77 per cent deficient in 


| 
Persent | 
100 
eo. - © 
@. - 
an 
22 
43 
30 20 
Si lees Servings Servings Serving Weekly Glasses 
Ficure 3. Summary of Nonpatients’ Da:ly Dietary Pattern. 
pattern of the latter was about the same as that 
ot the former. In the questionnaires returned by 
the nonpatients, there were more “no” answers 
to queries concerning adequate consumption of 
milk, eggs, fruit and whole-wheat or enriched 
grain products than to those concerning the other 
essential foods. The water intake was low in both . eT 
groups. If these diets could be calculated quanti- Questionnaires regarding dietary pattern were 
tatively, deficiencies of riboflavin and vitamin B, filled out by 223 persons from the upper income 
undoubtedly would rank highest. Most of the non- level, 20 of whom were physicians, but none of 
patients obtained their one serving of meat daily, whom were under direct medical supervision. ‘ 
but only one serving of meat each day does not Among the private patients, the most promi- 
satisfy the protein requirement because the milk 
and, possibly, the eggs are needed to supply the 
balance. 
After questioning patients and nonpatients, we 

found that there were many reasons why people Among ubjects 
did not drink milk. Milk was considered fatten- » mI, yet 
ing, milk made them constipated, milk gave them ne = This ‘ 
indigestion and so forth. We believed that some WeNtly found lacking. This dietary pattern was 
somatic condition caused an intolerance to milk ‘imilar to that of the patients, and on calculation, 
and thought that this intolerance might be linked the diets of these 223 individuals os ae 
with a condition of achlorhydria. We therefore Cdly also be shown to be primarily deficient in vi 
made a survey of 597 patients who attended this “™in Bi and riboflavin. 
clinic, checking the patients’ dislike for milk and 1900 Spruce Street 
the hydrochloric acid content of their gastric juices. REFERENCES 
Unfortuna , there seemed to be no correlation. 1. Bowes, A. deP., and Church, C. F. Food Velues of Portions Commonly 
OF 80 who had histamine achlorhydria, Philadelphia College Of Ofte! Fes ay 
only 20 disliked milk; of 311 with hypochlorhydria, Charies Thomas 1940. 
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3. Munsell, H. E. their occurrence in foods. Milbank 
Fund Quart. $:311, 1940. 
4. Bachirach, A. L. istri of nicotinic acid in human and animal 
foods. Nutrition Abstr. & Rev. 1: 
5S. Schneider, H. A. J. K., Platz, B. and 
of certain foods. j. Nutrition 18:99-104, 


6. National Research Council, Committee on Foods and 


Department Agriculture. 
. 1165 pp. Washington, D. C.: Government 
Office, 1939. P. 152. 
8. Hawley, E. E., and Maurer-Mast, E. E. The Fundamentals of 
Springfield, Illinois: Charles C Thomas, 


Nutri- 
tion. 477 pp. 1940. P. 51. 
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9. Sherman, H. C. Chemistry of Food and Nutrition. Fifth edition. 
640 : The Macmillan Company, 1937. P. 273. 


and Disease. ighth edition. 709 
Company, i941. *P. 114. pp. Philadelphia: J. B. Lippincott 
11. United 


States Department of Agriculture. Food end : Yearbook 


In addition to the appearance of lesions, there 
three factors of distinct diagnostic help: 


and systemic. Local care includes 
ged work. At bedtime the areas involved 
should be thoroughly scrubbed with either tincture 


lac (Alba) — should be massaged into the areas in 
which the blackheads have been removed. In the 
morning the sulfur is removed by scrub- 
bing with warm water and soap. This is followed 
by rinsing with cold water. Powder may be used, 
but all creams and greases should be avoided. The 
systemic treatment of acne should include normai 
adequate food intake and the avoidance of choco- 
late, iodized salt and an excess of sweets and greasy 
foods; a normal amount of exercise and sunshine; 
and the correction of any systemic disorder, such as 

*Presented at the annual meeting of the New Hampshire Medical Society, 
Manchester, May 12, 1942. 


tAssistant professor of dermatology, Columbia University College of Physi- 
cians and Surgeons. 


constipation or dysmenorrhea. The discrete use 

of endocrine preparations in patients having clear- 

cut menstrual difficulties is worthy of trial. 
Psortasis 


psoriasis by rigid adherence to a diet not exceeding 
20 gm. of fat daily. Later Dragstedt and his co- 
came m psoriasis ing the ingestion of 
lipocaic. This lipotropic substance, which is iso- 
lated from the pancreas, prevents or cures the fatty 
liver that develops in depancreatinized dogs main- 
tained on insulin. Since 1939 we have been trying 
various lipotropic substances, such as crude liver, 
rice polish, yeast concentrate, soy-bean phospha- 
tides and defatted wheat germ, in the treatment of 
psoriasis. With the use of the last two we have had 


Along with the lipotropic substances the local 
ication has been one of the newer tar prepara- 
tions — 3 per cent Nu-kol-tar (Benet) or 5 per cent 
Neo-tar (Lascoff) ointment. Many dermatologists 
use one of the di-oxyanthralin derivatives, such as 
0.1 to 0.5 per cent Anthralin (Abbott) ointment. 


Nutrition Recom- 
men Hy owances jor 5. May, 1941. 
pp» New York: The Macmillan Company, 1941. 
13. Proceedings of National Nutrition Conjerence for Defense: Dietary 
pattern’ to meet recommended allowances. Washington, D. C.: 
Government Printing Office, May, 1941. ; 
THE TREATMENT OF COMMON SKIN DISEASES* 
Beatrice Mauer Kesten, M.D.t 
NEW YORK CITY 
T HE skin conditions that we see most com- 
monly at the Vanderbilt Clinic and on the 
wards of the Presbyterian Hospital are acne, psoria- 
sis, dry chapped skin, coccal infections, fungus in- 
fections and allergic dermatoses. 
The first step in the treatment is the diagnosis. As in the treatment of acne, the therapy of 
are psoriasis resolves itself into local and systemic. 
pa- Dermatologists no longer believe that the patient 
tient’s story —Of particular importance 1m al- with psoriasis need go about feeling that nothing 
lergic group; laboratory tests, such as the direct can be done for him. Much can be done with 
examination of the involved skin for fungi or cocci purely local therapy, such as crude coal tar and 
and the use of skin tests in the diagnosis of the the ultraviolet treatment of Goeckerman.! How- 
allergic group; and the therapeutic test, that is, ¢ver, there is an increasing literature suggesting 
specific treatment for the most likely diagnosis. that psoriasis is a disturbance of lipid metabolism. 
a. Since 1933 a number of reports have appeared in 
CNE the German literature on the successful treatment of 
A very mild acne is almost normal with the 
onset of puberty. Mild to moderately severe acne 
can be well treated by the general practitioner, but 
severe cystic and nodular acne requires the special- 
ist’s care. The treatment may be divided into local 
of green soap or sulfur soap. The comedones 
should be expressed with a blackhead remover and 
then sulfur —either Lalotin (Lascoff) or Sulpho- 
astonishingly good results, particularly in the early _ 
type of lesions. The soy-bean phosphatide prepara- 
tion that we have used is Lexo Cookies (American | 
Lecithin Company); the patients eat from two | 
to five of these daily. The defatted wheat germ is | 
called Vio-Bin (Vio-Bin Corporation); one to two | 
tablespoonfuls are eaten daily. 


water-soluble base containing a wetting agent, or, 

if glycerin is available, about 8 parts of warm 

glycerin to 1 part of sulfathiazole. Either of these 

to the lesions every three or four 
rs. 

We have not had good results with the local 
use of sulfonamides for boils. This is understand- 
able because of the presence of pus. 

For chronic, recurrent boils, dermatologists have 
a therapy different from that of surgeons or roent- 


125 
genologists. In the few cases which reach the der- 
matology clinic we have found ylococcal tox- 


oid of remarkable benefit. Its use seems logical 
because the patient has insufficient resistance to an 
organism found on the skin. An effort is made 
to stimulate antitoxin production. Intradermal in- 
jections of staphylococcal toxoid (Lederle) are 
given three times a week. The average initial 
dose is 0.1 cc. of a dilution containing 1000 necro- 
tizing units per cubic centimeter. The dose is in- 
creased by 0.1 cc. each time up to 0.7 cc. Then the 
next stronger dilution (10,000 units) is used and 
the course is repeated. 

With this type of therapy, the boil may come 
to a head or may be reabsorbed. Usually no more 
boils occur after the patient has had a few injec- 
tions. 


Funcus INFEcTIONS 


It has been suggested that the best way to cope 
with superficial fungus infections is to let every- 
one have such an infection and learn to live with it. 
There are two types of causative organisms; der- 
matophytes, affecting the skin, hair and nails; and 
yeastlike fungi, the monilias, affecting the skin, 
nails and mucous membranes. 

Perhaps the most effective therapeutic agent is 
gentian violet. If there is a tender, excoriated or 
fissured area, a 2 per cent aqueous solution can be 
used. If not, 2 per cent gentian violet in 25 per 
cent alcohol is preferable. Once the lesion becomes 
chronic, a medicament is necessary that will cause 
exfoliation. Whitfield’s ointment is as good as any. 
For a fungicidal powder, B.F.I. (Mulford), is 
acceptable. 

Reinfection in ringworm infection is probably 
not very common. There is, rather, a persistent in- 
fection, the site being usually the nails of the 
great toes. If they are serrated, discolored, too 
thick or too thin, the fungus may be there, and it 
is well to keep on treating the nails with alcoholic 
gentian violet. 

For the differential diagnosis, it is quite easy to 
obtain the fungus or the yeastlike organism on cul- 
ture or to recognize it by direct slide examination. 
When it is a question of whether the condition is a 
fungus infection, contact dermatitis or something 
else, one should take advantage of this laboratory 
procedure. 

With ringworm infections the stockings should 
be sterilized. Of course, cotton is easily sterilized, 
but silk or wool is not. The best thing to do is 
to launder the hose and press them on the wrong 
side with a hot iron. Shoes do not need to be 
sterilized if stockings are worn. Bedroom slippers 
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Two generalizations may be made concerning 
the local treatment of psoriasis. In an acute out- 
break only soothing applications should be used, 
and when the eruption is chronic the lesions should 
be stimulated with one of the preparations men- 
tioned above. Furthermore, at the beginning the 
various medicaments should be of average or below- 
average strength, and the strength increased if nec- | 
essary; for example, one may begin with 0.1 per | 
cent Anthralin and progress to 0.5 per cent. The 
older vehicles — lanolin, benzoated lard, petrolatum 
and so on —are being rapidly replaced by wetting 
agents in water-soluble bases. In these may be in- | 
corporated most local medicaments. They are 
nongreasy, much more penetrating, and wash off | 
readily. At present there are three excellent ones; 

27 Solucreme (Lascoff), Hydrosorb base (Abbott) and 
Mull-sol (Hickok). 
Dry, Cuaprep SKIN 

Dry, chapped skin is very prevalent in the winter | 
time among people with rather thin skins, and : 
those who wash their hands frequently, such as : 
physicians. Sometimes in addition sharply defined 
patches of eczema develop on the extremities. 

The skin should be treated gently. Soft water | 
should be used if available. Mild or superfatted 
soaps, or the newer detergents, such as Lavol 
(Hickok) and Terses (Doak) are to be preferred. 
units of vitamin A a day for a few weeks and then 
reduce it gradually to 25,000 units a day Ml a 
few months. 

Cocca INFECTIONS 

For staphylococcal and streptococcal infections of 
the skin — the commonest, perhaps, being impetigo 
—treatment with sulfathiazole is simple. For- 
merly a child with such an infection was excluded 
from school for weeks, but now it is possible for 
him to return to school within three or four days. 
One can use either 5 per cent sulfathiazole in a 


i its extensiveness 
in comparison with the systemic disturbance, and 
tness. 


in order to substances to which he is 
sensitive. 
Allergic is primarily 


so on. 
The i the 


ph is 
t mother 
a food, the 
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child refused it. She insisted on it, and the rash 
developed. Or a mother will say, “Almost from 
the start, the child didn’t like that, cried after 
eating it, had diarrhea, and then broke out.” A 
careful history is of cven more value than skin 


ing the skin to common foods is of value. 


recurrence of eczema. When this happens 
food added is eliminated. With painstaking care, it 
is quite possible to determine to which foods a 
child is sensitive and to eliminate them or de- 
sensitize him to them. If a patient is found to be 
sensitive to an i t food, oral desensitization 


substances, such as wool and silk and bacteria. 

is always scratching his skin so that it is 

chronically inflamed and the patient becomes in- 

creasingly sensitive, the sensitivity becoming an 
almost insurmountable problem in adult life. 

If one is carrying out a regime like the above 


the 
and 
first year, he acquires sensitivities to other foods 
and 
He 


If one prefers not to accept this point of view 
about allergic eczema, the usual treatment is tar 
ointment. There are a number of almost color- 
less tar preparations in greaseless creams contain- 
ing wetting agents. 

Contact Dermatitis 

Contact dermatitis is an extremely common — 

inflammation of the skin, due to repeated contact 
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can be discarded, or sterilized by placing small 
open jars of formalin in them for a few hours. 
DerMaroses a 
Drug Eruptions 
Drug eruptions are becoming an increasing 
problem. There are about two hundred drugs in laboratory procedure, and one must not 
use. drug on it too much. If one has the good 
uce an eruption, and pra y every wn 
dermatologic condition can be produced by them. ; 
A few of them are characteristic. The diagnosis t. 
of a drug eruption is madg¢ by its sudden appear- . 
The history of drug ingestion is sometimes un- 4 
obtainable; however, the patient has usually been ve 
taking the drug for some time. It seems desir- 
able to dispense with some of the drugs now in 
use, at least some of the sedatives. A walk around 
the block or a hot bath may be advised instead. 
The treatment consists in prohibiting the use of 
the drug and in allaying the itch with sodium 
bicarbonate baths and calamine lotion. 
There are few specific treatments for drug 
eruptions, with the exception of bromide and 
iodide eruptions, for which we give sodium 
chloride. In persons known to be sensitive to 
| arsphenamine, it has been possible to give vitamin 
| C prophylactically. Even after the eruption is 
present, the use of vitamin C is helpful. is readily accompli ’ 
Allergic Eczema The person with allergic eczema has the ability 
' aa to become easily sensitized, and if he is not treated 
It vigorously in early life, multiple sensitivities occur. 
ack, ond it may | e widespread. It may The allergic infant with eczema, at least for 
clear up or persist. When it recurs in early child- 
hood, it has no very characteristic distribution ex- 
cept that it is symmetrical and patchy. In ado- 
lescence and adult life, a characteristic picture is 
present: it is perfectly obvious that the skin has 
been scratched. The eczema occurs on the face and 
neck and in the antecubital and popliteal creases. 
For these adults with persistent eczema, dermatol- 7 
ogy clinics have little to offer. But we are most : 
anxious to treat the infant or the child who has ®ly_ bland ointments are usually necessary. 
an eczema that has persisted more than six months Child is given a starch bath daily, and borated 
sensitivity and, unfortunately, infant is usually 
sensitive to the foods he needs the most; egg white, 
cow’s milk, wheat, orange, tomato, chocolate and 
will say that shortly after ingestion J 


contact dermatitis is often 
made through the history. The use of patch or 
contact tests is very helpful. It is not necessary to 


have any elaborate setup for this type of testing 
substance 


The suspected should not irritate the 
normal skin (one can put a patch on himself first, 
and then try it on patient). For example, 
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come sensitive to poison ivy. Usually the person Walsh, E. N., Clark, D. E., Draguedt, L- Becker, 

who it up and says, “Nothing ever happens ]. lavest. Dermat. 4:59-09, 1941. ‘ 

MEDICAL PROGRESS 


Medical Progress: Annual, Vol. Ili, Illinois: Charlies C 
Thomas Company, 1942. $5.00). 
*Chief, East Service, Massachusetts General Hospital; lecturer in 
Medical 


munications and lack of free exchange of journals, 
but there is some likelihood that political restric- 
tion on such information has played a role.? 

In this “total war,” we are faced not only with 
the problem of wounded combatants but with that 


ts of destruction used. 
The complete change in the character of the ma- 
chines of war in the past twenty-five years has 
brought about new kinds of wounds along with a 
type of destruction of life and property hitherto 
unknown. Almost completely surprised and un- 
prepared for such extensive and varied injuries, 
Great Britain has met the situation in a most effi- 
cient and gratifying manner. To her, we in 
America owe the opportunity for preparedness, 
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with normally innocuous substances. This sensi- The best approach to the problem is: first, avoid 
tivity is not hereditary and the lesion is gen- poison ivy; and, second, if you come in contact 
erally localized at onset to the exposed areas. Un- with it, do something about it as soon as possible. 
fortunately, as with the drug eruptions, there is The chances are that if the sensitizing oil is re- 
almost no substance to which the skin may not moved from the skin within four hours, one may 
become sensitized; the commonest such substance not get an attack. The affected area should be 
is poison ivy. thoroughly scrubbed with brown soap and water, 
rinsed well, and sponged off with alcohol. 

If soap and water are not available, the ivy 
may be neutralized by smearing the skin with 
the juice of the plantain or jewel weed. 

If one is susceptible to ivy and unable to avoid 
it, desensitization is indicated and is often very 
effective. It may be accomplished by either the oral | 

1 pa 1S g sensitive to turpen- or the intramuscular route. For oral desensitiza- ) 
tine, one can make a 1 per cent solution of turpen- tion the 2 per cent tincture of the poison-ivy toxin 
22 tine and put it on the normal skin, cover it is given, beginning with 1 drop and increasing by 
43 with a piece of adhesive tape, and leave it on for 1 drop daily up to 1 teaspoonful. This is con- 
twenty-four hours. If he is sensitive to it, an tinued throughout the season. The intramuscular 
erythema with vesicles will appear at the test site. jnjection should be preseasonal, and usually four 
The treatment depends on the stage of the  jnjections at weekly intervals suffice. 
eruption. If the eruption is acute, wet dressings 
or baths are indicated. If it is subacute, lotions REFERENCES 
or pastes are used. 1. Goeckerman, W. H. Treatment of psoriasis: continued observations 
It has been shown that almost ne can _be- 
ABDOMINAL SURGERY 
Arrnur W. Atten, M.D.* 
BOSTON 
anes the effects of trauma inflicted in war- this subject has come from British sources. This 
fare is, at the moment, uppermost in our minds, is probably due largely to the breakdown in com- 
it seems appropriate that this progress report be 
limited to abdominal injuries. Although reports 
from previous wars and civilian practice have been 
helpful in determining the best methods of treat- 
- ment in certain types of abdominal wounds, the 
classic one, used as a base line in recent years, is of injured civilians regardless of occupation, age 
the masterful contribution by Wallace." To him, or sex. This type of warfare is unique in the mem- 
we owe the careful compilation of data collected 
from the actual experience of the surgeons work- 
ing under his direction in World War I. Many 
previously disputed points regarding the manage- 
ment of abdominal wounds were settled. In the 
present war, most of our information regarding 
Reprints of articles in this series are not available for distribution, out 


those concerning 
from bombing. It is my purpose to 


at once on different regions. The need 


veins of the body owing to vasodilatation and who 
may have warm extremities. Both types show rest- 
lessness, pallor, air hunger, thirst and lowered blood 
pressure. A rapid, thready pulse occurs in the first 

. Shock is best treated by warmth, sedation 
with morphine and blood or plasma transfusions 
according to the extent of hemoconcentration. Mas- 
sive hemorrhage is the only condition warrant- 
ing immediate surgical intervention before shock 
has been effectively treated. In abdominal in- 
juries, this preliminary condition must be handled 
with the greatest expedition since the time factor is 
of great importance. 


EE 


Hy 


Hilt 


injuries have been reported i 

from nearby explosions in the sea. Most of the 

intra-abdominal lesions, however, are produced 

through considerable impact against the abdominal 
i falling objects or by moving ve- 


Fatheree® has collected from the literature 
fact that 60 to 78 per cent of in inal in- 
juries by blunt force affect the solid organs. This 
is due to the firmer fixaticn of these structures as 
compared with the mobility of the hollow viscera. 
When one is confronted with the problem of intra- 
abdominal trauma, it is important to realize the 
possibility of serious injury and to classify each 
case as one of minor injury to the parenchymatous 
organs requiring no operation, a hopeless situation 
with multiple injuries beyond rescue, obvious in- 
jury to a hollow viscus or continued hemorrhage 
from solid organs or the mesentery, or a border- 
line case in which there is reason for doubt. Both 
the last-named types require surgery as soon as 
shock has been controlled and conditions permit. 
The sooner a rupture of the intestine or bladder 
is sutured, the greater is the likelihood of a suc- 
cessful outcome. 

Liver injuries are of all gradations. The mild 
ones may be recognized by the minimal trauma 
and symptoms. If one could be sure that there 
were no other viscera involved, many exploratory 
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even though progress in this direction has, at times, | Mulholland® points out the cause of 
seemed unbearably slow. dominal trauma. The mortality in 
The most comprehensive article so far written -_ 
on the types of abdominal wounds suffered by the 
British in the present conflict is one by Gordon- 
Taylor*; it was presented by him before the Clin- 
ical Congress of the American College of Sur- 
geons in Boston (November 3-7, 1941). In the 
he will be quoted often and liberally, 
ae to us many important details, 
are subjected to surgery before shock has been con- 
trolled. 
NonPENETRATING Wounpns 
Nonpenetrating abdominal injuries may result 
from comparatively slight trauma, such as a fall 
while at play. Various gradations from this to 
very severe crushing injuries occur. A new type 
of injury produced by blast has appeared since ci- 
vilian bombing has been recorded. This occurs 
‘nto When an explosion takes place in close proximity 
without penetration of the abdominal wall, and 
those produced by penetrating objects. Both types been eo the i and abdominal 
may be associated with other injuries, such as frac- aus \ have 
tures, chest wounds, cranial wounds and trauma to ge blood 
the soft parts of the body. In the management of = supplying segments of intestine. Similar 
such casualties, one must be on the alert for multi- 
ple injuries and be ready to treat them in order of 
importance, or with two or three teams working 
for early 
and adequate treatment of intra-abdominal in- hicl 
juries ranks second only to the control of severe MCCS : 
hemorrhage. 
Shock occurs following all forms of severe 
trauma. This condition is of varying degrees and 
usually appears early, but may occur after some 
hours have elapsed. Blalock’ classifies patients suf- 
fering from shock in two main groups: those who 
have bled from injured blood vessels and appear 
with cold extremities due to vasoconstriction, and 
those whose blood loss has occurred into the great 


stra 
from cutting out. Totten’ and Estes’ have called 
attention to digital 


ication, I** have cited a fatality 

ion of the blood collected from 

abdominal cavity in a patient with ruptured 
liver. This patient died of anuria, probably through 
the toxic action of the bile on the kidneys. Since 
this case was published in 1931, various authors 
have called attention to the danger of autotransfu- 
sion in liver injuries. The term “hepatorenal syn- 
drome” has been used by Orr and Helwig.'* More 
recently McCorkle and Howard” have reviewed 
the question of liver damage followed by other 
complications, and report a case showing transient 
urinary suppression following laparotomy for acute 
ruptured liver. The patient was not autotrans- 
fused and recovered. Associated low kidney func- 
tion has long been recognized as a dangerous sequel 
to operations on patients. with chronic liver dis- 
ease. Coller, in his discussion of Orr and Helwig’s 
paper, suggests that oliguria, under these circum- 
stances, might be attributed to other physiologic 
alterations so often associated with poor liver func- 
tion rather than to any specific toxin generated by 
the damaged liver. 

The spleen is injured with considerable fre- 
quency. This condition may manifest itself by 
overwhelming shock, pain referred to the shoulder 
and extreme leukocytosis. On the other hand, 
many cases of delayed bleeding are reported.’ ** 


An injured ballplayer, for instance, may even con- 
tinue in the game for a while, or may not be 
suspected of a serious injury until exertion several 


toma. 
adds avulsion of the spleen from the 
hilus vessels. He calls attention to the over-all 
mortality of 30 per cent in injuries to the spleen, 
but in his group of 9 uncomplicated injuries, all 
the patients recovered. He made follow-up studies 
of these cases in order to determine that late 
secondary anemia does not occur following sple- 
nectomy. All authorities admit that splenectomy is 
the treatment of choice. Few advocate suture or 
tamponade. One known V-shaped rent in the 
spleen, discovered during laparotomy for a more 
severe injury, was left untreated and recovery took 
place.** Multiple complicating injuries and de- 
layed improper treatment account for the high 
mortality. 

Kidney injuries without penetration are of com- 
mon occurrence. More of these of severe propor- 
tions have occurred since the high-speed auto- 
mobile was developed. Authorities are somewhat 
divided regarding early surgery versus conserva- 
tive measures. Nonoperative treatment certainly 
results in a successful outcome in the majority 
of kidney contusions. On the other hand, there 
are valid reasons for removing hematomas about 
the kidney.** All agree that one must determine 
the presence of a functioning kidney on the op- 
posite side. Intravenous pyelography is the method 
of choice, although some authorities prefer retro- 
grade pyelography, since this gives a better idea 


‘of the extent of the injury. Peacock*® reports a 


fatal hemorrhage following retrograde pyelography 
for ruptured kidney. Robertson* and others stress 
conservative surgery when any is done. Turton®™ 
gives experimental data to support repair of the 
kidney. He also advises exploration through a 
loin incision except in cases with complicating 
intraperitoneal lesions. His dictum is, First, save 
the patient, then save the kidney. When the 
renal pedicle is torn, a rapidly developing mass in 
the flank will manifest itself; under these cir- 
cumstances, nephrectomy is justifiable and usually 
necessary. Associated injuries to the descending 
colon require laparotomy. Cases demanding opera- 
tion are naturally associated with a higher mortali- 
ty than are those of less severe trauma. 
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| laparotomies could be avoided. Hinton’ pointed 
out years ago that the bleeding in liver injuries 
has usually ceased at the time of exploration. It 
has often been observed that it is unwise to dis- days later produces a second burst of bleeding. | 
turb such a clot, and one should be content to re- McIndoe"™ collected a total of 45 cases of bleeding 
move the extravasated blood and bile from the ab- delayed from two days to six months after the 
dominal cavity by means of a suction tip alone. initial trauma. He classifies spleen injuries as fol- 
In large rents that are still bleeding, one must lows: minor, ‘superficial, capsular rupture or slight | 
either pack the area with gauze, cauterize the splenic contusion producing parenchymal ecchymo- | 
bleeding surfaces or attempt suture. Corriden" sis; intrasplenic hematoma and subcapsular hemor- 
has reported a case of severe subcapsular rupture of rhage without capsular rupture; and capsular and 
the liver successfully treated by a large transplant of ) 
rectus muscle into the sulcus. Grey Turner’ points | 
out that the mortality in liver injury is high and 
states that hemorrhage accounts for 69 per cent and 
sepsis for 40 per cent of the deaths. He describes 
an ingenious method of suturing a rent in the liver. 
By first placing a large strand of catgut through 
the substance on each side of the opening parallel 
to the edges, he is able to prevent his deep trans- 
tery and portal vein during the manipulations nec- 
essary for controlling the bleeding from the wound 
itself. Hawthorne, Oaks and Neese’’ report an 
interesting case of liver injury manifesting itself 
by repeated massive hemorrhage through the bile 
ducts. 
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to the urethra and bladder are often associated 
with fractures of the pelvic bones. The simplest 
method of diagnosis is to catheterize the patient, 
if he cannot void. A 


injury. Weyrauch and Peterfy** have shown that 
cystometrogram tests are unreliable as a means 
of diagnosing a ruptured bladder. Peacock®® re- 


depends, however, on the extent of the injury. 
The degree of hemorrhage is, according to Storck, 
the most important factor in success or failure. 
One should make a definite study of the course 
of the projectile. If there is only a wound of 
entry, a single film will locate the foreign body. 
It is not essential to remove it in all cases, but 
one should know in what region it lies. This 


omissions is to overlook an inj 
since recovery is extremely rare if perforation of 
this viscus is not recognized and properly treated. 

In penetrating injuries of the abdomen, regard- 
less of the direction projectile or its size, one 
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The pancreas may be injured by blunt force, 
7 to its fixed position across the ridge of the 
Few cases of successful immediate opera- 
urine indicates a kidney lesion. Absence of urine or 
a few drops of bloody urine indicate bladder 
Both patients died and one was studied at autopsy. 
The condition cited implies a mystifying mecha- s 2 cases with only s. ty-five per 
nism, since acute perforation of the duodenum _ cent of his cases were associated with fracture of the 
from ulcer is rarely if ever associated with pan- pelvis. Early recognition and early operation were 
creatitis. responsible for his good results. 
Hollow viscera, when ruptured, almost invari- 
ably result in death unless prompt action is taken Psnerratinc Wounps 
to remedy the defect. The earlier operation can 
be undertaken, the better is the opportunity for a Penetrating wounds of the abdomen require less 
successful outcome. One must often explore the diagnostic acumen than nonpenetrating ones. If 
abdomen under these circumstances, to rule out # large vessel is severed, death ensues so rapidly 
a suspected perforation. There is little or no hazard that the patient does not live to reach the surgeon. 
from a negative exploration under modern con- Thus, patients with lateral anteroposterior wounds 
ditions, and no apologies are needed for this pro- f¢ the ones he generally sees, whereas those 
cedure. It is not good judgment to delay explo- with wounds in the midline seldom come to 
ration until the diagnosis can be confirmed by x-ray him before death. Gordon-Taylor® *:*5 points 
films that demonstrate free air in the peritoneal Ut that wounds penetrating the abdomen from 
cavity, or to wait until the signs of peritonitis °° side to the other are more serious than those 
manikest themecives. proceeding anteroposteriorly. Also, he calls at- 
Whenever possible, rents in the stomach and in- ‘eftion to the combination of abdominal and 
testine should be closed without resection. If the chest wounds. Apparently, the left hypochondri- 
bowel has been stripped of its mesentery or the rent UM is more vulnerable than any other quadrant. 
goes completely through the bowel into the mes- Thoracic surgeons have developed the chest 
entery, resection and anastomosis are justifiable. In approach to this region — many of them prefer 
colon wounds it is best to suture the opening if itis © attack the spleen and the upper end of the 
a small one and in a fixed portion of the bowel. stomach by this route. Multiple injuries are as a ‘ 
If it is in the free mobile cecum or sigmoid, exte- rule more dangerous than single wounds; much 
riorization is the method of choice. In perforations 
of the colon not exteriorized, a proximal vent should 
be established after suture. One must have in 
mind the possibility of traumatic thromboses of 
the large blood vessels, as such cases have been 
caused by blast injuries.? In the event of doubt 
gives the best clue concerning the organs most 
probably injured. Great stress is placed on buttock : 
wounds, since they so often range upward. The 
fragment of shell casing or bullet may well lodge 
in the urethra or bladder, penetrate the rectum 
or traverse the abdomen. The most serious of all 
th it. 
operation the extent of the injury and do the logi- 
cal repair of the wounded parts. If there turns 
a out to be only a superficial tract, traversing portions 
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of the abdominal wall, so much the better. Per- 
forations of the stomach must be expected to have 
a wound of exit on the posterior wall. One should 
approach the deeper wound by dividing the 
gastrocolic omentum or by anterior gastrotomy. 
Wounds of the duodenum may involve both walls. 


The colon presents a more serious ; 
many of the pertinent points regarding is struc- 


certain circumstances, be very 
liver. The greatest of all sins is to 
drug to offset faulty i 


ABDOMINAL SURGERY — ALLEN 


Anesthesia in abdominal trauma is a contro- 
versial subject. Local anesthesia is advocated by 
very few. Spinal anesthesia is preferred by Storck** 
and Bove,** and Pentothal Sodium intravenously 
by Ross and Hulbert**; the latter was also found 
useful by Moorhead** at Pearl Harbor. Strode** 


septic. Delayed closure is advo- 
cated. It is important not to pack the wounds too 
tightly with vaseline gauze, and dressings must 


Tetanus antitoxin and gas-bacillus antiserum 
should be used following all civil wounds; the for- 
mer can be omitted if it can be ascertained that 
the victim has previously been immunized with 
tetanus toxoid, but a “booster” injection of toxoid 
should be administered. 

266 Beacon Street 
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_ cites a case of complete severance of the and many others conclude that ether is after all 
duodenum treated successfully by turning in both the safest and easiest anesthetic for most abdomi- 
ends and doing a posterior gastrojejunostomy. nal wounds. 
Perforations of the small intestine should be su- Wound preparation has been dealt with by Reid 
tured without resection wherever possible. The and Carter,“" Koch*® and Kerrigan.** It is obvious 
mortality is lower in wounds of the jejunum than that chemicals are of secondary consideration. 
in those of the ileum.*’ After operations on the Careful mechanical cleansing by neutral soap and 
small intestine for traumatic wounds, one should water with cotton pledgets for ten minutes under 
employ Wangensteen suction or, if possible, suc- sterile precautions obviates the use of antiseptics. 
tion drainage by a Miller-Abbott tube or some The traumatic wound must be kept covered and 
2 modification of it. the washing done away from, rather than toward, 
4 it. After this is done, the wound itself is irrigated 
with warm physiologic saline solution. Reid and 
Carter prefer to omit the wound irrigation. This 
nonpenetrating wounds. Osgilvie,®* of the British is doubtless good advice to those who understand 
Army, emphasizes the importance of exterioriza- proper wound excision. 
tion when possible and proximal colostomy if su- _—First-aid treatment of wounds of the abdomen 
ture is accomplished. These are good general sur- should consist in the application of a sterile dress- 
gical principles and should be rigidly observed. ing only; this should be held in place by a suitable 
Drainage to the site of injury is advocated, care binder and not be removed until the patient is 
being used to keep the end of the drain away from _ ready for the operating room. Too much stress 
the suture line. cannot be laid on the possible contamination of 
Chemotherapy is rapidly becoming standardized. wounds by ungloved and unmasked personnel 
The tendency to apply the sulfonamide drugs prior to definitive treatment. 
locally is now being seriously questioned. Ken-  Ogilvie*® has called attention to too wide an ex- 
nedy™ states that all combatants are furnished cision of skin. He says, “Skin is viable after trauma, 
with some form of these drugs, to be taken by resistant to infection and irreplaceable—no more 
mouth, if possible, as soon as a wound is received. must be removed than the bruised edge, that is, 
Doubtless it will be possible to give many of the one-eighth inch at the most.” He further points 
injured sulfadiazine by the intravenous route at out that patients with abdominal wounds should 
an early hour. This method was found of in- not be transported early after operation, but should 
estimable value in treating a large series of severe be allowed to recover from it before being moved 
burns in a recent civilian catastrophe.“ It seems any distance. Caution is given concerning the pri- 
probable that the local use of the drug will be mary suture of traumatic wounds, since too many 
reserved for emergency dressings or for its bacterio- 
static effect in the treatment of contaminated 
wounds, The sulfadiazine level in the blister fluid 
of a burn is comparable to that in the blood be made tight for transportation purposes. Plas- 
» stream.“ There. is a widespread use of sulfanila- ter of Paris reinforcement during transportation 
mide powder intraperitoneally following any gas- has been found useful. 
tric or intestinal operation. There is a rapid ab- 
sorption of this drug through the portal system. 
Lyons*®* has pointed out that this may, under 
gerous to the 
depend on this 
It appears that the secondarily invading or late 
developing staphylococcus, responsible for so many 
deaths and such prolonged sepsis and disability, 
may be curtailed or even eliminated by the use of 
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CASE 29041 
PRESENTATION OF CasE 


A seventy-one-year-old insurance broker entered 
the hospital because of inability to swallow solids 
or liquid food. 

Three months prior to admission he gradually 
became unable to swallow solid food, choking 
whenever he attempted to ingest anything other 
than fluids. He then a similar trouble 
in swallowing liquids. Whenever he drank liquids 
he complained of pain and burning in the throat. 
The patient attributed his trouble to infected teeth, 
which were extracted on the day prior to admis- 
sion. During his illness he lost approximately 40 


The family and past histories were noncontribu- 


Physical examination revealed a markedly emaci- 
ated, weak, pale man who was having considerable 
difficulty because he seemed to be choking on 
mucus collected in the mouth and throat. At times 
he seemed slightly confused. The skin was thin, 
white and atrophic. The pupils were equal, round 
and reacted to light. There was a slight nystag- 
mus on extreme deviation to the right or left, and 
a senile ectopion. The patient was edentulous, 
but there were several draining tooth sockets. The 
tongue was red, smooth and fissured. The pharynx 
was congested. Skin fissures were prominent at 
the angles of the mouth. The trachea was in the 
midline. Expansion of the chest was fair. There 
was impairment in resonance at the left apex an- 
teriorly, and breath sounds were slightly suppressed 
at the right base posteriorly. No rales were audi- 
ble. Cardiac dullness was percussed 8 cm. to the 
left of the midsternal line in the fifth intercostal 
space. The cardiac rhythm was totally irregular, 
but no pulse deficit was noted. A systolic murmur 
was audible at the apex. The abdomen was held 
tense, and there was a questionable generalized ab- 
dominal tenderness. There was pitting edema of 
the legs, feet and sacrum. 

The blood pressure was 155 systolic, 60 diastolic. 
+ The temperature was 100°F., the pulse 68, and the 
respirations 20. 

Examination of the blood revealed a hemoglo- 
bin of 8.9 gm. per cent, a red-cell count of 2,970,000 
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and a white-cell count of 11,200, with 47 per cent 
p lear leukocytes, 7 per cent large 


lymphocytes, 29 per cent small lymphocytes, 14 per 
cent monocytes, 2 per cent unclassified cells and 1 
per cent nucleated red cells. In the smear, there 
was a moderate variation in the size of the red 

were present. There was a moderate 


cervical esophagus was nar- 
cause of the patient’s weakness and the small 
amount of barium that passed through this area of 
narrowing. There was evidence of pressure on the 
esophagus by the thyroid gland at the level of the 
sternoclavicular joint, and the esophagus was dis- 
placed to the right. A small amount of barium 
spilled over into the bronchial tree. 

When the patient returned from the X-ray De- 
partment he seemed to be choked up with barium. 
Suction was instituted, but he died approximately 
half an hour later. 


DiFFErRENTIAL Dracnosis 


Dr. Jacos Lerman: There is no statement about 
orthopnea or distention of the neck veins. The 
trachea was in the midline, and there were no pal- 
pable lymph nodes. The thyroid gland was not 
felt. Was the patient resting quietly lying down, 
or was he propped up in bed? 

Dr. Tracy B. Mattory: There is no statement 
regarding 

L. I did the fi 
The patient was not in particularly good condition, 
but so far as I could determine in the dark room 
he seemed like a good many patients who have 
considerable difficulty in breathing and swallowing 
at the time of examination. His condition did 
not seem particularly alarming; however, we did 
not give a great deal of barium. With the first 

mouthful of barium it was noted that there was 
widening of the hypopharynx and that the pyri- 
form sinuses were completely filled. A small 
amount of barium spilled into the esophagus, but 
it seemed to be more from gravity than from 
muscular action; it was seen that the cervical esoph- 
agus was somewhat narrow. Whether there was 
actual intrinsic tumor there, I could not be posi- 
tive, but on the spot films the mucosa looks pretty 
good. There is evidence of narrowing of the esoph- 
agus at the level of the sternoclavicular joint, and 
it is displaced considerably to the right side. On 


—_—. achromia, and the platelets were decreased slightly. 
On the second day a barium meal was attempted. 
ae On fluoroscopic examination of the esophagus, the 
pharyngeal muscles appeared to be paralyzed. 
There was pooling of the barium in the hypo- 
pounds. 
tory. 
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this film you can see that the barium has spilled 
back into the nasopharynx, which is good evidence 
of paralysis of the pharyngeal and palate muscles. 

Dr. Lerman: What about the trachea? 

Dr. Rossins: It is normal so far as I can see. 

Dr. Lerman: Why did you say the thyroid 
gland was the cause of pressure? 

Dr. Rossins: Because of the location of the le- 
sion. I cannot be sure, however, that it was not 
something else. On this film you can see flecks of 
barium that are in the right main bronchus, and 
some of them are even as low as the right-lower- 


lowing, an obvious nutritional deficiency, a mod- 
erate anemia of the normochromic, slightly macro- 
cytic type and x-ray evidence of pressure on the 
with di t toward the right. 
From the story I gather that the deficiency syn- 
the dysphagia. It is difficult for 
me to be certain of that. Could he have had defi- 
ciency of this degree after only three months of 
esophageal obstruction? 
Let us consider the thyroid gland as the cause of 
his trouble. It is hard to believe that any thyroid 
and displace 


terminally, at least according to my experience. 
Chronic thyroiditis can obstruct the esophagus by 


complete obstruction. A toxic nodular goiter 
that is substernal, such as this would have to have 
should be considered. It would at least ex- 


cent. She has been on a poor diet because of an- 
orexia more than anythin imagi 
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as a cause of the esophageal obstruction. On the 
other hand there should have been found at autop- 
sy an ordinary nontoxic nodule, which was inde- 
pendent of the main cause of death. 

Lymphoma has to be considered, but there is 
nothing specific in the record to lead to this di- 
agnosis. 

I shall now consider two diseases. Generalized 
deficiency, no matter how it develops, may pro- 
duce the picture of Plummer-Vinson syndrome, 
which this patient may have had. However, it 
is usually associated with hypochromic anemia. 
I believe that Plummer-Vinson’s disease is part of 
a vitamin B deficiency syndrome, and that this 
case represents one type. Many of these patients 


or esophagus. 
Consequently it is likely that there is malignancy 
in the upper part of the esophagus in this case. 
One can reason the other way around: he had 
with swallowing of food caused de- 


of the i state. this 


y attributed to 


= 
lobe bronchus. 
Dr. Lerman: We have a markedly emaciated 
old man who had considerable difficulty in swal- 
wit ciency are prone to develop malignancy c 
course is the relatively short duration of the ob- 
structive symptoms. 
In addition, there is the cardiac picture, which 
was probably due to arteriosclerotic heart disease 
it to this degree without involving the trachea. Cer- with auricular fibrillation and, possibly, congestive 
tainly thyroid malignancy that could obstruct the failure. Other than peripheral edema, there was 
esophagus almost completely would do so only no evidence of congestive failure. One might 
therefore suspect that the edema was due to de- 
ficiency disease (nutritional edema) and not to 
10r congestive failure. Thus I am left with the 
see how it can displace the esophagus. Moreover, following diagnoses: carcinoma of the esophagus 
I have never seen chronic thyroiditis produce al- and nutritional deficiency, with an independent, 
nontoxic, nodular substernal goiter, and arterio- 
sclerotic heart disease. 
Dr. Asricut: Is it unusual to have the 
in Vv rapid development o e de- esophagus displaced by carcinoma? 
vests ine stg In cases of thyroid disease, if Dr. Lerman: It depends on where the tumor 
there is clinical evidence of one or another defi- arises. Most malignancies of the thyroid are 
ciency syndrome, one must suspect associated hy- asymmetrical. ee 
perthyroidism. I have seen several thyrotoxic pa- Dr. ALBRIGHT: It would constrict it down but 
tients with peripheral neuritis and other evidence would not displace it? : 
of vitamin B deficiency. At the present time I have I answer 
under my care a patient with hyperthyroidism and . MALLORY: | can imagine displacemen . 
marked "ysphagia, associated with glossitis and Albright, especially if the tumor extended into the 
pharyngitis of the type seen in vitamin B defi- deep cco tgp re pr side of the neck more 
r extensively than on er. 
a nt Dr. Epwarp B. Benepicr: This is not the usual 
picture of carcinoma of the esophagus. To have 
a thyroi t produce this m paralysis of the muscles of the pharynx is not 
pressure on the esophagus without producing pres- usual either; I have never seen that except in 
sure on the trachea and other evidence of pres- myasthenia gravis. 
sure in the superior mediastinum. Obviously there | Dr. Rossins: It is occasionally 
were no symptoms of hyperthyroidism. Therefore pseudobulbar paralysis. This looks a good deal 
it seems to me that we have to discard toxic goiter like the hypopharynx in myasthenia gravis except 


Vol. 228 No. 4 


that one sees only weakness whereas this looks 
like nearly complete paralysis. 

Dr. Benepicr: You said you thought the mucosa 
was normal. 


8 


ag 
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with paralysis of the pharynx. That is why I at- 
tributed the paralysis to the deficiency state. 
Dr. Benepictr: What was the cause of death? 


For many years he had had a chronic i 


135 
Dr. Lerman: The Plummer-Vinson syndrome 
has been described several times in association 

Dr. Benepicr: That would certainly be against Dr. Martory: There was extensive emphysema. 
carcinoma of the esophagus, if intrinsic, as well as There was mild coronary sclerosis without oc- 
against myasthenia. clusion, and marked emaciation, which was noted 

Dr. J. H. Means: How is myasthenia going to clinically; we found nothing else. 
push the esophagus to one side? Dr. Benepict: He apparently did not inhale 

Dr. Benepicr: That would not do it alone. much barium. 

Dr. Rossins: I do not believe that the location § Dr. Matiory: Traces of barium were found 
of the lesion had anything to do with the paralysis down to the end of the bronchial tree. On the 
of the pharyngeal muscles, because the mass is other hand as much and more lipiodol is fre- 
too far away from the point where paralysis quently instilled without any respiratory embarrass- 
is most noticeable. ment. I am sure that the patient did not die of 

2 Dr. Means: That paralysis bothered me no end. _ bronchial obstruction. 
4 I do not see how you can hook it up with the = Dp, Rossins: Many of the patients who have 
same trouble from the diagnostic point of view. paralysis of the hypopharynx spill barium into the 

Dr. Matiory:, I might just as well confess that trachea in larger amounts than this man did with- 
we are not going to explain the paralysis. out any sequelae. 

Curnicat Diacnosis 

Carcinoma of esophagus. CASE 29042 

PRESENTATION OF CasE 

Carcinoma of esophagus. A sixty-six-year-old plumber entered the hos- 

Nutritional deficiency. pital because of shortness of breath. 

Nontoxic nodular goiter (substernal). ee: 

Arteriosclerotic heart disease. co asionally Was productive of smiall 

amounts of sputum. Six months before entry, he 
Anatomical Diacnosts had to give up working because of generalized 

Substernal colloid goiter. weakness, and four months later he became short 

Benign ulcer of esophagus. of breath after only moderate exertion. The 

Arteriosclerosis, moderate: aortic, coronary and dyspnea became progressively worse, and he be- 

cerebral. came orthopneic. Four weeks before entry his 

Pulmonary emphysema. cough increased and he raised several teaspoon- 

Emaciation. fuls of sputum, which was pink stained at times. ; 

During the month prior to admission his arms, 
Patuo.ocicaL Discussion neck and jowls became swollen, particularly after 

Dr Matuoay: This man had a very large sub- lying down, and veins appeared over his chest. 
sternal goiter, weighing 350 gm., which clearly was At no time did his ankles swell. His appetite was 
the cause of the displacement of the esophagus. unchanged, and his weight had been maintained 
He also had a benign ulcer of the esophagus at at 137 pounds. — 

: as only 25 cm. below = The family history was noncontributory. Four- 
be in any way con- teen years before entry he was found to have a 
tumor itself. We have systolic blood pressure above 200. He never noted 
id, for the pharyngeal any frequency, urgency, hematuria, pyuria, noc- 
of peripheral neuritis ‘uria, dysuria, costovertebral-angle tenderness or 
was not called to our headache. 

Physical examination revealed a well-developed 
man who was obviously dyspneic and orthop- 
neic. There was a striking pitting edema of the 
upper extremities, and engorgement of the veins 
of the upper extremities and neck. There were 
many dilated veins over the chest to the level of the 
costal margins. There was slight cyanosis of the 


ips. Many small matted lymph nodes were felt 
me the lef. supraclavicular fossa and left axilla. 
The trachea was to the the 
ight lung anteriorly and posteriorly were 
pak diminished breath sounds. There was no 
change in the transmission of fremitus or spoken 
voice. There was dullness at the right lung eo 
iorly, and diaphragmatic excursions cou 
dullness was percussed 7.5 cm. to the left of the 
midsternal line. The heart sounds were of good 
quality, and no murmurs were audible. The 
liver was percussed 5 cm. below the costal margin. 
The spleen was not felt. There was no edema of 
the lower extremities. ae 
The blood pressure was 210 systolic, 
diastolic. The temperature was 98.8°F., the pulse 
80, and the respirations 20. 
Examination of the blood revealed a hemoglobin 


morphonuclear leukocytes, 7 per cent large lympho- 
cytes, 3 per cent small lymphocytes, 3 per cent 
monocytes, and 4 per cent myelocytes; there was 
a slight anisocytosis of the red cells. The urine 
was acid, had a specific gravity of 1.018, gave a 
for albumin, and contained 2 
hyaline and finely granular casts. The Sulkowit 
test for urinary calcium was +--+. The blood non- 


heart was slightly displaced to the right and was 
slightly enlarged. The diaphragm was low on both 
sides, the right half showing impaired motion. 
The right lower lobe of the lung was decreased 
in size, as visible in the lateral view, and contained 
flecky areas of increased density. The soft tissues 
of the neck were enlarged, particularly on the 
right, and there were several areas of calcification 
on both sides. Venous-pressure studies were done 
with the patient sitting at a 60° angle with the bed. 
The pressure in the right antecubital vein, held 
at the level of the second costochrondral junction, 
varied from 400 to 410 mm. of water (normal, 
40-110 mm.) in three determinations, and showed 
a good pulse excursion. The simultaneous pres- 
sure in a vein over the internal malleolus was 
100 mm. A biopsy specimen obtained from the 
left axilla showed only chronic inflammation. A 
bronchoscopy was suggested, but it was thought 
that the patient was too sick to withstand the 
ure. 
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On the eighth day 150r of x-ray therapy was 


given to the mediastinal mass. That afternoon 
he was found to te unresponsive. The entire body 
was flaccid. The pulse was 90, and the respira- 
tions 20. He was in an oxygen tent at that time. 
Two hours later he died. Terminally the respira- 
tions varied between 35 and 25. 


DirFFerENTIAL Driacnosis 


Dr. Austin Bruss: May we see the x-ray films? 

Dr. Laurence L. Rossins: This is the lobulated 
mass that was described, with these other areas of 
density lateral to it; I note that the right lower 
lung field is less bright than the left. In the lateral 
view you can see that there are small areas of in- 
creased density posteriorly, so that the 
lesion must be located in the lower lobe. The 
areas of calcification that were described in the neck 
are these. I think the diaphragm is low on the 
left, but that does not agree with the record, which 
states it was low on both sides. 

Dr. Bruss: It is helpful to have the right side 
high as well as paralyzed. 

That is not a filling defect in the stomach, is it? 

Dr. Rossins: No; I do not believe so. 

Dr. Brues: The differential diagnosis is that of 
upper mediastinal obstruction with compression of 
the vena cava, presumably including or below the 
azygos vein because of the venous distention and 
massive edema. Aside from that we have nothing 
but an enlarged liver and hypertensive renal dis- 
ease, to which I shall refer only in the final diag- 
nosis. Mediastinal compression can be due to tu- 
mor, benign or malignant, — infection or aneu- 
rysm. Taking up the possibilities, carcinoma of 
the lung, arising in the tracheobronchial angle, 
with metastases to the bronchial nodes would ac- 
count for the greater part of the picture. I think the 
lesion and metastases were suitably located for this. 
We should have to include a lesion below, either 
a metastasis or a plugged bronchus, to account for 
atelectasis in that region —I take it that the lower 
lobe was atelectatic. Against the diagnosis of car- 
cinoma of the lung we should consider the long 
history of cough. The history does not say for 
exactly how many years he had been coughing. It 
says “many years.” I believe if that meant a year 
and a half or two years it would be consistent with 
cancer. Otherwise, we have to assume he was 
coughing for some other reason before the present 
illness. With calcification in the neck he probably 
at one time had tuberculosis of the cervical nodes, 
but we have no evidence of old pulmonary tuber- 
culosis. The absence of weight loss is against car- 
cinoma, but weight loss is certainly not. always 


found in cancer. Hemoptysis is one of the early 


of 10.2 gm., a red-cell count of 3,200,000, and a | 
white-cell count of 14,100, with 83 per cent poly- 
protein nitrogen was 25 mg. per 100 cc.; the bi- 
carbonate was 25.3 milliequiv., and the chloride 
86.4 milliequiv. per liter. 

A chest roentgenogram demonstrated a lobu- 
lated mass in the right upper mediastinum ap- 
parently arising from the tracheobronchial angle, 
with several smaller masses lateral to it. The 

| 
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symptoms indicating erosion of the bronchus and 
is therefore in favor of cancer. 

This exact picture may also be produced by tuber- 
culosis of the bronchial nodes; chronic tuberculosis 
of the mediastinum is common in children but 
extremely uncommon in adults, and therefore is 


by no means out of the question. It is my second 
best diagnosis, and I think it was perfectly correct 
that radiotherapy in lymphoma doses was given; 
this should always be done in such a case if the 
diagnosis cannot be settled. 
We must include in the differential diagnosis of 
tumors, such conditions as benign tu- 
mors, teratomas and localized infections. These 
expected to displace things away from 


malignancy — it is anybody’s 
gnancy might be. Perhaps an 
‘this. If this is carcinoma of the lung, which I think 
on the basis of the whole picture is the best avail- 
able diagnosis, there are metastases to the bron- 
chial nodes. Most statistics show that the major- 
ity of carcinomas of the lung metastasize to the 
regional nodes and that the next commonest site 
is the liver. With an enlarged liver, we might 
therefore assume it to be involved. bb about 
involvement of the adrenal glands? The chloride 
was low (86.4 milliequiv.), the blood having pre- 


seen in cancer of the lung. 
My diagnosis therefore is carcinoma of the lung 
arising in the right bronchus, with metastases to 
bronchial nodes, and involving the vena cava 
pressure or thrombosis and 
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to bronchial obstruction or compression from me- 
tastases, metastases to the liver but probably not to 
the adrenal glands; hypertensive heart disease, with 
slight vascular changes in the kidneys; and, finally, 
old tuberculous infection in the cervical nodes. 

Dr. J. H. Means: I saw this man just before he 
died. I was not confident that he had lymphoma, 
but thought he was entitled to treatment. How- 
ever, there was evidence of such severe mediastinal 
about giving it because 

the question of acutely increasing the pressure 

ps killing him. But finally, after con- 
elon with the X-ray Department, it was de- 
cided to give a small dose. I talked it over with 
the Surgical Service and raised the question of 
whether splitting the sternum would offer a feasi- 
ble method of relieving the upper mediastinal pres- 
sure, but they did not believe it advisable. 

Dr. Jacos Lerman: When this patient first 
came in, without having seen the x-ray films but 
knowing that he had lymph nodes in the axilla 
and one very large one in the sternoclavicular re- 
gion, I believed that he had lymphoma. After the 
x-ray examination the tendency was to swing away 
from this diagnosis toward carcinoma, either in the 
mediastinum or in the bronchus. 

Dr. Ruton W. Rawson: I saw this patient in 
the Out Patient Department. At that time he pre- 
sented no lymph nodes, and we did not consider 
the diagnosis of lymphoma. The spleen was en- 
larged, and I was able to demonstrate that the liver 


was also 


Curnicat Diacnosis 


Superior mediastinal tumor (? lymphoma or car- 
cinoma). 


Dr. Brues’s DiacNoses 

Carcinoma of right upper bronchus, with metas- 
tases to bronchial nodes and liver. 

Secondary compression or thrombosis of superior 
vena cava. 

Atelectasis, right lower lobe. 

Hypertensive heart disease, with slight renal vas- 
cular 


ges. 
Old tuberculosis of cervical nodes. 
AnatomicaL DIAGNoses 
Bronchiogenic carcinoma, oat-cell type, with ex- 
tension to mediastinum and lower cervical 


Invasion of superior vena cava. 
Obstruction of thoracic inlet. 


Cardiac hypertrophy. 


Nephrosclerosis. 
Arteriosclerosis: coronary and aortic. 


very improbable. As for Hodgkin’s disease, lym- 
phosarcoma or leukemia, hemoptysis is not usually 
an accompaniment of these conditions. The lo- 
calization of the mediastinal involvement to the 
upper mediastinum is somewhat more character- 
istic of carcinoma. Certainly, I should say that 
lymphoma or some other radiosensitive tumor is 
the lesion because they grow by expansion rather 
than by infiltration. We might consider aneurysm, 
but there is nothing to suggest it. There is no 
serologic report, but I should not go all out in 
favor of aneurysm even if the Hinton test were 
positive. 
= 
sumably Deen taken from the antecubital vein in 
the edematous area. There was obvious venous 
stasis. Under these circumstances one would ex- 
pect the chloride to be low because of selective 
diffusion out of the bloodstream into the swollen 
interstitial space. I am not going to believe that 
the chemical findings indicate anything else, al- 
though bilateral adrenal metastases are frequently 
probably the phrenic nerve, since the paralyzed Pe 
diaphragm is high and not low. I should say that pe 
there was partial atelectasis of the lower lobe due 


138 THE NEW ENGLAND JOURNAL OF MEDICINE 


PatHotocicat Discussion 

Dr. Tracy B. Mattory: The autopsy showed a 
large tumor mass in the upper mediastinum, which 
encircled the trachea and great vessels. The mass 
was rather soft and on section was pink and shiny, 
suggesting sarcoma. However, a quite unusual 
finding was that the tumor had grown directly 
through the wall of the superior cava; tumor nod- 
ules were even present within the cava itself 
(actual invasion of the vessel wall by lymphoma 
is quite unusual). On opening the trachea a num- 
ber of raised submucosal nodules were felt, 2nd 
when the right bronchus wall was opened, a muco- 
sal tumor appeared. On the basis that the mucosa 
of the bronchus was involved and the wall of the 
vena cava was eroded, we thouglit at the time of 
autopsy that cancer was more likely than lym- 
the mass turned out to be an undifferentiated 
small-cell tumor, the cells of which were oval to 


fibrosis, also aspiration of blood into the right lower 
served by the radiologist in that area. 
The kidneys showed mild vascular changes, and 
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the heart was moderately hypertrophied, consistent 
with some years of hypertension. 

Dr. Rossins: Was the tumor of sufficient size 
to cause obstruction of the right main bronchus? 
Dr. Mattory: A very small degree of obstruc- 
right us to uce collapse specifical- 
iy ths lower habe an the be. 
Dr. Epwarp B. Benepict: Is not bronchiogenic 
cancer an extremely rare cause of the upper- 
mediastinum ? 


Dr. Means: I should have thought carcinoma 
more likely to produce such a picture. It encircles 
the great vessels and squeezes them, whereas lym- 
phoma presses on them. 


Dr. Rossins: I wondered because of the amount 
of radiation he had. It was a fairly small amount 
and not sufficient to cause much swelling of the 
tumor, particularly in that length of time. 


Dr. Benepicr: Is it not commoner in lymphoma? 
, Dr. Matiory: Yes, I think so, although of all 
| mediastinal masses, bronchiogenic carcinoma is the 
likeliest to extend. 
sli indle shaped, so I am quite confident that Dr. Mattory: Lymphoma often invades the 
it sy i: oat-cell se) a of the lung, not lym- mediastinum diffusely. It rarely occludes the ar- 
phoma. We found no distant metastases. There teries, but it closes the veins by external pressure. 
was a small nodule in the adrenal gland, but that Dr. Rawson: But you would not expect lym- 
turned out to be a cortical adenoma, so that the —- invade a ap wend 
tient had an excessive rather than a diminished - MALLory: No; it certainly is uncommon. 
cane of cortical tissue. The liver and spleen Dr. Rossins: What did you conclude regarding 
were not involved. The deeper nodes of the neck the immediate cause of death? I am interested 
did contain tumor similar to that in the mediasti- because he had the radiation shortly before death. 
num. There was also a mass of tumor tissue at Dr. Mattory: I think death was due to medias- 
the apex of the right lung, which formed sort of tinal compression, and I do not believe that the 
a pleural cap over the apex. He had severe em- radiation made any difference — the patient would 
physema, and I think that his many years of cough have died in approximately the same length of 
were based on that. There was some pulmonary time regardless. 
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NATIONAL SOCIAL HYGIENE DAY 
Nationat Social Hygiene Day, to be observed 


disease. Starting with the premise that gonorrhea 
and syphilis can be prevented and cured, we may 
well ask ourselves, What has been learned of this 
prophylaxis and therapy and how may we best 
utilize our present knowledge? 

Adequate education of the layman and the 
physician must be assured by placing the proper 
teaching material in the hands of every person com- 
petent to use it. Syphilis and gonorrhea must be de- 
tected early and treated promptly and prostitution 
must be suppressed, for the greater the delay the 
the time required for cure. So also must all contacts 
be sought out and treated and the transmission of 
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disease to future generations must be prevented by 
premarital examination. Findings from such in- 
vestigations should be repeatedly confirmed during 
the early months of pregnancy. Finally, citizens, 
both physicians and laymen, must co-operate in all 
phases of this effort. 

No magic formulas or secret weapons have been 
developed, but great advances have been made and 
are still being made in the treatment of these dis- 
eases. The general program of this attack is 
outlined in the pamphlet “Social Hygiene Takes 
Battle Stations” issued by the American Social 
Hygiene Association. 

Such a program should be active in every state 
of the Union. In this connection it is of consider- 
able satisfaction to learn that it is being carried out 
in far-distant Hawaii* where the venereal disease 
rate in the armed forces is lower than the average 
in the Army as a whole. This territory is one of 
the safest places in the Union from the standpoint 
of venereal disease among the army personnel. If 
Hawaii can accomplish this, all other parts of the 
country can and should do so, especially when we 
realize how normal living conditions have been 
disrupted there. The Health Department of Hawaii 
is to be congratulated on performing a task which 
Surgeon General Parran has outlined so well as 
follows: “The conquest of syphilis and gonorrhea 
is not a task for official health agencies alone, nor 
yet for physicians alone, but is still a task for the 
whole people. . . . By the union of public and pri- 
vate efforts we can minimize syphilis and gonor- 
rhea and the ill health, suffering and waste they 


Facing the facts about venereal disease. Hawaii 3:9, 


EFFECT OF WARTIME FOOD 
ON CHILDREN IN GREAT BRITAIN 


Tue Lancet,’ editorially, admits that there is as 
yet little information about child health during the 
war, and that many factors other than diet may be 
effective. Thus, it is known that war has resulted 
in an increased carbohydrate intake for all ages and 
classes, on account of the shortage of meat, fish, 
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gram for the prevention and cure of venereal 


eggs, milk and fruit, and in a leveling of the diet, 
since rationing and lack of mass unemployment 
have brought about a fairer distribution of food- 
stuffs. The diet of the majority has been impaired, 
and the diet of the poorest has been improved. 
The figures that are available show a definite 
reduction in the average weight increase in 1940 
and 1941 as compared with that in 1936-1939, a 
rise in infant mortality amounting to 6.5 per thou- 
sand live births, and an alarming increase in deaths 
from tuberculosis. Among children under ten 
years of age, the deaths from all forms of tuber- 
culosis in 1941 exceeded those of 1939 by 45 per 
cent, and in children under five, the deaths from 
tuberculosis of the respiratory tract had nearly 
doubled. A survey,’ published in the same issue 
of the Lancet, shows a definite drop, although to 
no serious degree, in the average hemoglobin level 
compared with that in prewar groups of school 
children, and a high incidence of anemia among 
infants under two years of age. It is admitted that 
the vitamin C intake is below the optimum, but 
there is no evidence that this deficiency has re- 
tarded the growth or affected the health of British 
children; doubt has also been cast on the adequacy 
of the official dosage of “cod-liver oil compound” 
recommended for infants under six months of age, 
although no figures exist concerning the incidence 


of rickets for the winter 1941-1942. Certainly, 


On the whole, the diet is considered to be reason- 
ably adequate, although necessarily far from per- 
fect, and is improving; in sharp contrast is the lot 
of millions of children on the Continent, as ob- 
served by Dr. W. D. Robinson in Madrid and by 
Dr. Harold C. Stuart in unoccupied France and 
reported by Dr. Stuart® to the Suffolk District Med- 
ical Society in October. There, with blood ascorbic 
acid levels invariably zero and low vitamin A 
levels, many early manifestations of deficiency 
syndromes were found, and the more recent re- 
ports indicate the appearance of even severer 
deficiencies. 


A world on short rations requires very serious 
contemplation of its nutritional problems. 
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GraHaAM STEELL Murmur 


second nd i murmur proceeds 
from its latter part. That such a murmur as I have 
described does exist, there can, I think, be no doubt. 


chapter six hundred and one of the acts of nineteen hun- 
dred and forty-one and as most recently amended by sec- 
tion two of chapter six hundred and ninety-seven of the 
acts of nineteen hundred and forty-one, is hereby repealed. 
Section 2. Section twenty-cight of said chapter 
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MEDICAL EPONYM 

This was described by Graham Steell (b. 1851) 
assistant physician to the Manchester Royal Infir- 
mary, in the Medical Chronicle (Manchester) 
(9: 182-188, 1888) under the title, “The Murmur of 
High-Pressure in the Pulmonary Artery.” 

I wish to plead for the admission among the recog- 
nised auscultatory signs of disease of a murmur due to 
pulmonary regurgitation, occurring independently of 
disease or deformity of the valves, and as the result of 
long-continued excess of blood pressure in the pul- 
monary artery. 

In cases of mitral obstruction there is occasionally 
heard over the pulmonary area (the sternal extremity 
of the third left costal cartilage), and below this region, 
for the distance of an inch or two along the left bor- 
der of the sternum, and rarely over the lowest part of 
the bone itself, a soft blowing diastolic murmur imme- 
diately following, or, more exactly, running off from 
the accentuated second sound, while the usual indica- 
tions of aortic regurgitation afforded by the pulse and 
so forth are absent. The maximum intensity of the 
murmur may be regarded as situated at the sternal end 
of the third and fourth intercostal _ When the 

R. W. B. 
MASSACHUSETTS MEDICAL SOCIETY — 
COMMITTEE ON LEGISLATION 
careful and contin studies are indicated. 

Attention of the members of the Massachusetts 
Medical Society is invited to the following bills 
which are of interest to the medical profession and 
are at present before the Legislature. 

House 437. An Act REPEALING THE Provisions or Law 
Requirninc Pre-mariTat Sero.ocicat Tests. 

Section 1. Section twenty B of chapter two hundred and | 
seven of the General Laws, inserted by section one of 
hundred and seven, as amended by section two of said 
chapter six hundred and one, is hereby further amended 
by striking out, in the third and fourth lines and in the 
thirteenth line the words “sixty days” and inserting in 
place thereof, in each instance, the words: — six months, 
—so as to read as follows: — 

Section 28. On or after the fifth day from the filing 
of notice of intention of marriage, except as otherwise 

| provided, but not in any event later than six months after 


is 
i 


This bill was referred to the Committee on 
Pensions. 

House 252. Bill further regulating medical services 
rendered under the workmen’s compensation law. 

This bill was referred to the Committee on Labor 
and Industries; the hearing will be held on Feb- 
ruary 2. 

House 352. Bill relative to payment of medical, hospi- 
tal and other services to dependent children and their 
parents. 

This bill was referred to the Committee on Pub- 
lic Welfare. 

Senate 11. Bill to provide for medical and hospital 
services and medicines for total and permanent disability 
cases under the workmen's compensation law. 

This bill was referred to the Committee on Labor 
ruary 
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Senate 62. Bill permitting the registration without ex- 
amination of certain nurses. 
This bill was referred to the Committee on Pub- 
lic Health. 
Bratnarp F, Conzey, M.D., Chairman 
Committee on Legislation 


COMMITTEE ON MATERNAL WELFARE 


 Anatysis or Causes or MATERNAL 


Deatu 1n MassacHusetts purinc 194] 
TRANSFUSION REACTIONS 


BEE 


i 


transfusion seemed to have little or no effect. Three 
hours later, the patient’s pulse again became very 
weak; she was given 500 cc. of blood from a regis- 
tered donor, but the presence of Rh agglutinins 
and agglutinogens was not determined. The con- 
dition of the patient improved for three days; then 
she again became weak and was given 500 cc. of 
blood from her brother-in-law, which was again 
cross-matched in the usual rapid fashion but no test 
for Rh agglutinins and agglutinogens was done. 
Immediately following this transfusion the patient 
had a violent chill. The respiration became rapid, 
deep and labored; and from then on she went 
steadily downhill. A large trace of albumin ap- 
peared in the urine, and the sediment contained 
many casts; the nonprotein nitrogen was 300 mg. 
per 100 cc. Death occurred twenty-four hours 
later. An autopsy showed “hemolytic infiltration 
of the uterine wall, amyloid infiltration of both 
kidneys and spleen, and generalized edema.” This 
death was apparently due to transfusions of blood, 
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such filing, the clerk or registrar shall deliver to the 
parties a 
when noti 
the marria 
and recor 
the marri 
be deliver 
the marri 
solemnize 
it shall 
months af 
riage was 
Section 
dred and 
chapter si 
_—— During 1941, 4 deaths ibutable 
lines, the g 1M1, ths were attributable to re- 
actions from incompatible transfusions. 
The first case was associated with complete pre- 
myers ¢r performs a ceremony of marriage mature separation of the placenta at thirty-five 
upon a certificate more than six months after the filing . . 
zi of the notice of intention of marriage as set forth in such weeks. The ‘ age who pars yo v— 
certificate and not having used it fails to return it within ld, had’ had four previous pregnancies. The first 
six months after such filing, to the office issuing the went to term; a living child 
same, shall be punished by a fine of not more than ten there were no complications. 
dollars. and fourth pregnancies, the 
House 79. Bill providing for the inspection of colleges, maturely and were jaundi ; 
universities and medical schools approved for the purposes gests _erythroblastosis foetalis. 
- a education and for withdrawal of such approval nancy there had been a little 
This bill was referred to the Committee on Pub- tieth week. The pa — started labor prematurely 
lic Health. and entered the hospital with intact membranes 
House 80. Bill relative to examination for registration and slight bleeding, which continued with each 
as qualified physicians. contraction. When fully dilated, a macerated fetus 
This bill was referred to the Committee on Pub- 0d a completely separated placenta were deliv- 
lic Health. ered spontaneously; this was followed by massive 
House 81. Bill relative to the scope of examinations for hemorrhage and profound shock. An intravenous 
registration as qualified physicians. injection of glucose, to which the patient responded 
This bill was referred to the Committee on Pub- _ well, was followed by a 350-cc. transfusion of blood 
ic Health. from her husband; the typing and cross-matching 
House 89. Bill relative to certain clinics conducted by were done in the usual rapid fashion, but no incu- 
the licensed hospitals. bation of the cross-matching was carried out. The 
This bill was referred to the Committee on Pub- 
lic Health. 
House 98. Bill relative to payment of medical, hospital 
and other services to old-age assistance recipients. 
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To what extent the tubercle bacillus will 


mer triumph of a generation ago in Britain cannot 


| 


y gauged, but it has taken the initiative 
of events will be 


greatly determi 


i 
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6 per cent the first year of the war, and 10 per cent the The fall in the death rate from tuberculosis in Canada, 
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BOOK REVIEWS 


Source Book of Medical History. Compiled, wi 
by Logan Clendening, M.D. 8°, cloth, 685 pp. New York: 
Paul B. Hoeber, Incorporated, 1942. $10.00. 

There have been ing in recent years several 
medical source-books, but none, however, with quite the 
range of this one. It aims at the whole of medicine, start- 
ing with the Egyptian papyri and ending with Roentgen, 
so that there is something in it for every man who finds 
pleasure and profit in reading, — if not ipsissimis verbis, 
the next thing to it, —a first-hand translation of what 
many important contributors to medical science had 
to say. 

True, neither this nor any other book of. the sort can 


been included, and that that has been inserted which has 


it would be ungrateful to complain too much; all 
all this is a noteworthy and valuable assemblage of 


is 


Qa 


i BE 


Thomas Lewis’s book, published in 1918. The section by 
H. W. Barber, on skin disease, is of particular value and 


dysentery, epidemic jaundice and tetanus, that will 
probably be of little importance in World War II, because 
conditions are so different from those in 1914-1918. Epi- 
demics and perhaps pestilence will probably occur, but 
they are to be expected among the civilian populations. 

Of great value at the end of each chapter are references 
te the published literature. An index also adds to the gen- 
eral usefulness of the volume. It can be recommended to 
those who are interested in military medicine. 


(Notices on page x) 
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century, has occasioned in some quarters a false sense of left too little space for something else. And,.as is always 
security. Nothing could be more unsound or misleading. the case, there are authors who suffer from the brevity of 
A disease that kills nearly 6000 of the population, leaves their allotted room — men, if you will, who lend them- 
at least 30,000 incapacitated, and costs the country directly selves ill to cutting. Pasteur is one such. 
at least $8,000,000 annually is still a formidable enemy é s 
and a major public-health problem. in 
If control of tuberculosis is to be maintained in war- ma . Ich 1s 1 ¢ elsewhere. 10 
time, tuberculosis services must be continued, problems _ list the distinguished contributors would be a pleasure, but 
that arise as a result of the war must be attacked and space does not permit. For each, the editor has furnished 
time case-finding projects. Case a brief note to assist in placing man and matter in histori- 
treatment facilities, which have cal position, and for those who would go farther in any 
til both are developed to a greater 
losis is still hidden in the fu- 
nt phases of case-finding serv- 
provide 
rce of 
Tu is ia 
as in the gen- 
of tuberculosis 
ygiene. 
phasis 1s being p g the open case of 
tuberculosis in sanatoriums. Every patient who leaves 
against advice represents a weakness in the tuberculosis- 
control system. The factors involved should be carefully 
analyzed and every way possible must be sought to rem- 
edy conditions in institutions to offset this failure in 
efficient segregation. (Wherrett, G. J. The control of tu- 
berculosis in wartime. Canad. Pub. Health ]. 33:438-445, Functional Nervous Disorders and consulting physician 
1942.) — Reprinted from Tuberculosis Abstracts (January, to the Salonica Army. 
1943). When one realizes that almost 6 per cent of 341,025 dis- 
—_—_—_—_—— charges from the British Army (from 1914 to the end of 
CORRESPONDENCE April, 1918) were due to war neuroses, the importance of 
recognizing and treating these cases correctly is evident. 
SUSPENSION OF LICENSE Hurst's remarks in Chapter I, “Predisposing Causes of War 
To the Editor: This is to inform you that on Janu- Neuroses,” will repay careful reading. Other chapters 
ary 20, 1943, the Board of Registration in Medicine voted follow: “Hysterical Symptoms in Soldiers,” “Hysterical 
to suspend for one month the license to practice medicine Contractures,” “Hysterical Postures and Gaits,” “Hysterical 
in this Commonwealth of Dr. Louis R. Medverd, 1210 ‘Tyemors” and “Hysterical Blindness,” with numerous 
Cambridge Street, Cambridge, Massachusetts. brief case records, which are instructive. Many results 
H. Quimsy Gattupt, M.D., Secretary and cures were almost miraculous. 
Board of Registration in Medicine Of especial interest is Chapter XVI, “Anxiety Neuroses 
— of War,” by T. A. Ross. Here, in particular, psychothera- 
Boston py, with explanation to the patient, persuasion and re- 
education, worked wonders. The chapter on “soldier’s 
| heart” is excellent; in great measure, it is based on Sir 
importance. 

Although this volume is supposed to discuss the medical 
diseases of war, almost half is given over to the neuroses 
and almost another half to a number of medical diseases, 
such as trench fever, typhoid and paratyphoid fevers, bacil- 

no doubt that this has been left out which ought to have 


